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CONTRIBUTION TO OSTEOPATHIC LITERATURE 
ON OBSTETRICS AND GYNECOLOGY 


The American College of Osteopathic Obste- 
tricians takes pleasure in presenting this, its first sup- 
plement, to the readers of Tue JouRNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION. 


The Editorial Committee of the College had many 
good papers on gynecology and obstetrics in its files 
from which to choose. They selected those that deal 
with pertinent problems, those that provide interest- 
ing, well-authenticated perceptions, and those that con- 
vey osteopathic concepts. At the same time duplica- 
tion of material already presented in the regular col- 
umns of THE JOURNAL was avoided. 


The papers which follow have been assembled 
from those presented at the annual convention of the 
American Osteopathic Association in Chicago, July, 
1947, from those submitted by candidates for certifica- 
tion by the American Osteopathic Board of Obstetrics 
and Gynecology, and from those prepared by osteo- 
pathic applicants as a requirement for membership 
in the American College of Osteopathic Obstetricians. 

The lead article, “The Use of Forceps to Mini- 
mize the Stress of the Second Stage of Labor,” was 
selected from among many written by Dr. Delle A. 
Newman, president of the College. It must be borne 
in mind that he presents here a report on a series of 
cases of particular interest to specialists in obstetrics. 
The procedures described should be undertaken only 
by those general practitioners who are proficient and 
properly equipped. Dr. Newman’s words are en- 
couraging for those striving for proficiency. 

Dr. Julian Lansing Mines, III, in his splendid 
paper, “An Osteopathic Approach to the Treatment 
of Menstrual Disorders,” presents concrete evidence 
that time has uncovered substantiation of Dr. Still's 
philosophy. He has reviewed recent data’ of ac- 
credited investigators and has reached a logical con- 
clusion in a field in which all too many therapies. have 
fallen short of the desired goal. 

Dr. Lorothy J. Marsh has prepared a masterful 
paper on “The Rh Factor in Obstetrics and Pedi- 
atrics.” Dr. Lionel J. Gorman, who is an authority on 
this pertinent and timely, subject, discusses her paper. 


EDITORIAL 
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Dr. Edna Bangs has written on “Abortions.” She 
gives an interesting review of recent literature on 
phases and management of this obstetrical complica- 
tion. The newer concepts in the etiology of abortion 
are discussed. 


Dr. A. M. Tuttle has dealt with indications for 
external version and the technic of this procedure, 
drawing upon his personal experience throughout the 
paper. He warns that the beginner must move cau- 
tiously. If the technic explained is closely followed, 
it will prove of value to those attempting external 
version. 


Dr. Roy G. Bubeck has submitted material on 
“Cervical Lacerations’—a subject that is of para- 
mount importance and yet has had too little attention 
by obstetricians and gynecologists. He has discussed 
it from the standpoint of the general practitioner and 
has included statistical information from his experi- 
ence at the Detroit Osteopathic Hospital. 


Dr. Arthur B. Funnell has expressed opinions on 
“The Repair of Perineal Lacerations.” Such opinions 
are well supported by current authority. This excellent 
report on his personal experience covers in detail the 
management of perineal incisions and lacerations. 


Dr. Bernard Abel in his manuscript on “Cesarean 
Section” has attempted a resume of the history, types, 
indications, and contraindications for the doctors in 
the field. He emphasizes the importance of a greater 
degree of efficiency on the part of all physicians han- 
dling obstetrical cases in determining cephalopelvic dis- 
proportions or abnormalities in their patients. He also 
stresses the importance of preoperative evaluation and 
preparation because the lives of two or more patients 
are involved. 


In reviewing the papers that could not be published 
because of space limitations or duplication of subjects, 
the Editorial Committee found that there were many 
more papers on some phase of toxemia of pregnancy 
than on any other subject. Much of this material was 
good and so a “Symposium on the Toxemias of Preg- 
nancy” was prepared. It is brief but offers some 
valuable information which should stimulate the reader 
to improve his knowledge and to bring about better 
care for patients suffering from these toxemias. 


The American College of Osteopathic Obste- 
tricians presents this supplement to the profession with 
the explanation that it is striving as an organized 
group of specialists to maintain high standards in 
obstetrics and gynecology. It desires to be of every 
possible service to general practitioners who do, and 
will continue to do, a large part of the obstetrical and 
gynecological practice in our country. 

We greatly appreciate the cooperation and the en- 
couragement that Dr. R. FE. Duffell, Editor of THe 
JOURNAL, and his staff, have given and the space which 
has been placed at our disposal. 

Editorial Committee 


Marcaret Jones, D.O., CHAIRMAN 
Lester Etsenserc, D.O. 
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to Minimize the Stress of the 


Second Stage of Labor 


DELLE A. NEWMAN, D.O. 
Detroit 


The obstetrical forceps, as originated by Chamber- 
len and as subsequently modified, has probably saved 
more lives and relieved more pain than any other 
single medical instrument ever devised, Its usefulness, 
as originally intended, for delivery in those conditions 
where delivery could not be accomplished by maternal 
effort, has been profound, yet its usefulness need not 
end as a measure of last resort. 

The adaptability of forceps is however, in direct 
proportion to the adeptness of the obstetrician. This 
adeptness depends on two main factors: First, the 
ability to recognize both the proper indications and the 
contraindications for instrumentation, and second, the 
ability to use the forcep at the proper time, which 
means careful evaluation of the case and sure knowl- 
edge of the application and manipulation of the forceps. 

The present trend in obstetrics, as indicated by 
frequent articles in both professional and lay publica- 
tions, is toward the safe relief of pain of labor. This 
is not new, as shown by the myriad past discussions 
and lists of drugs which have been used. The subject, 
however, is still unsettled as testified by the many dis- 
carded drugs and by current efforts and discussion. 
The greatest drawback to internal medication during 
labor is the lack of judgment concerning proper dosage 
—remembering that in obstetrics two patients’ toler- 
ances are involved. The most recent developments for 
minimizing labor pain are the use of psychology and 
caudal anesthesia. 


Psychology, while ideal in its concepts of education 


of the patient to accept what cannot be escaped, is 
hardly a practical method. I believe that anyone han- 
dling an obstetrical practice will realize the impos- 
sibility of obtaining the average patient’s complete un- 
derstanding of the physiology and psychology of labor, 
with any expectancy that his efforts will be rewarded 
with patient cooperation during moments of stress. 
Even the better informed patient will cast aside the 
doctrine of “it doesn’t hurt and is a beautiful effort, 
terminating in fulfillment of a glorious function” when 
the stress becomes too great. She will do this although 
she has been told that the second stage of labor is not 
painful, is not work, and is not a long, seemingly 
endless effort. The end result is a fatigued, nerve- 
battered new mother, whose interest in her newborn 
is more stimulated by the enthusiasm of those in at- 
tendance than by her own sense of accomplishment. 
Caudal analgesia holds considerable promise, par- 
ticularly in the hands of the few who have the time 
and facilities to use this type of analgesia. Experience 
in its use is varied and its adoption is far from univer- 
sal. Its use in more than the occasional case is im- 
practical because of the difficulty in its use, the time 
consumed in giving it, and the additional cost to the 
patient. When it is effective, it is very effective, giving 
in return for administration, relief from pain, relax- 
ation, quicker progress, and cooperation of the patient. 
On the debit side, however, are the necessary knowl- 
edge of administration technic, proper environment, 


long hours of attendance, risk of mishap, and failure 
in a fair percentage of cases. 

Rectal anesthesia is an excellent aid, applicable 
in about 80 per cent of confinements. Its use, however, 
as in caudal analgesia, is confined to hospitals where 
trained assistance can be had in administration, ob- 
servation, and resuscitation. 

During the last several years I have gradually 
adopted a method of handling labor which, while it may 
be at variance with academic obstetrics, in my practice 
seems to work satisfactorily. It has served well in the 
relief of pain and the avoidance of a prolonged second 
stage of labor, with its slow dilatation of the birth canal, 
overstretching of muscles, maternal exhaustion, and 
development of a psychotic attitude toward childbirth. 

It is freely granted not to be a method for general 
use, since experience is necessary in the evaluation of 
cases and in the technic of instrumentation. Whether 
early forceps extraction is preferable to 2 to 6 hours 
of alternate pressure and relaxation on fetal cranial 
structures is a matter of personal choice. I offer the 
following statistics not as advocating a new method 
of management, but as interesting data based on a 
group of cases it has been my privilege to care for. I 
have cared for them during the prenatal period and de- 
livery, and have evaluated their condition after delivery 
by subsequent examinations of mothers and babies, 
extending over 18 months. 

During the year 1945 and up to June 1, 1946, 
343 patients were delivered. The following statistics 
are based on 100 of our case records, selected at ran- 
dom: 

Of these 100 cases, 44 were primiparae and 56 
multiparae. Cephalic position in the 100 cases was 
recorded as follows: L.O.A. 52, R.O.A. 16, L.O.T. 8, 
R.O.T. 4, L.O.P. 12, and R.O.P. 8. Vinethene was 
used as an anesthetic in 56 cases, combined vinethene 
and pudendal block in 24, and caudal analgesia in 20. 
The average time of stay in the hospital before delivery 
was 3 hours and 30 minutes. Episiotomy was done 
routinely. Cervical laceration occurred in only 1 case. 
Occasionally there was mild asphyxia of the infant. 
One infant died due to Rh incompatibility. 

Patients were allowed to sit on the edge of the 
bed with their legs hanging down on the third day; 
moderate ambulation was permitted on the fourth day. 
and full ambulation and discharge from the hospital 
occurred generally on the fifth day. The average hos- 
pital stay was 5 days. 

Episiotomies were performed routinely on primi- 
parse and frequently on multiparae to prevent un- 
guided lacerations and to permit repairs, many of 
which were essentially minor perineorrhaphies. 

I enumerate the following conditions and compli- 
cations most frequently found after delivery in general 
obstetrics, with observation on examination of the cases 
in this series: 

1. Pain in Area of Sutures—This irritating 
symptom was infrequent, possibly due in part to early 
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ambulation. Treatment consisted of hot applications 
and in some cases dilatation of scar tissue. In one in- 
stance it was necessary to incise a band of scar tissue. 
No cases of atrophy of vaginal rugae or introitus were 
encountered, nor were any cases of vaginal flaccidity 
due to muscle separation or overstretching of perineal 
structures, except in the few multiparae who had been 
delivered without repair on previous occasions. 


2. Cervical or Lower Uterine Laceration.—One 
patient showed evidence of unilateral tear necessitat- 
ing trachelorrhaphy. Whether this occurred during 
instrumentation or at the. point of extreme cervical 
distension before forceps were used could not be de- 
termined. 


3. Uterine Displacement.—This condition was 
found only occasionally in this series and was almost 
invariably in multiparae who had had previous spon- 
taneous deliveries. I feel-that the absence of long 
second stage of labor with attendant strain was largely 
responsible for this lack of displacement. In part, early 
ambulation may have been responsible. 


4. Backache—This troublesome condition has 
been singularly absent in the patients examined. Again, 
| feel this was due to the avoidance of the strain of 
long effort at the termination of labor. Early ambula- 
tion may have contributed to the absence of back- 
ache. 


5. Endocervicitis (Traumatic ).—Examination at 
6 weeks and 3 months after delivery frequently re- 
vealed an excoriated type of cervical erosion. However, 
i do not consider this due to use of forceps. Perhaps 
its frequent discovery was due to a more inclusive 
examination than usual in search of pathology amen- 
able to correction. 


6. Attitude of Patients—General comfort and 
attitude toward childbirth have been good. Occasional- 
ly we find the neurotic type of mother who proclaims 
that she has achieved the ultimate in pain and fear 
through parturition, but I feel this is less imprinted 
in her mind through being relieved by deep anesthesia 
and forceps extraction, than it would have been 
through the usual conduct of labor. 


The immediate mental reaction of the patient to 
deep anesthesia and forceps extraction has been good. 
During the period of greatest pain, when effort seemed 
endless and fatigue made effort almost unendurable, 
she was anesthetized and upon awakening was in- 
formed that her baby had arrived and nothing but rest 
lay ahead. 

In this series the use of forceps usually was the 
only intervention, and the time of intervention varied. 
During labor the patients were kept as quiet as possible. 
If ambulation made the patient more comfortable, it 
was permitted. The patients were, however, kept in 
labor rooms and nursing service given as needed. Food 
was offered in the form of liquids and light meals, 
though minimal quantities were given to keep the 
stomach as empty as possible. Nurses were instructed 
to maintain a calm and reassuring manner; judicious 
joviality was sometimes a psychic aid. All examina- 
tions were made rectally with an abundance of lubri- 
cation. The examinations were charted to cover time, 
type of pains, effacement, dilatation, presentation, po- 
sition, and comparative progress. 

The attitude of most patients was good during 
the greater part of the first stage, and medication was 
sed only when necessary and in minimal doses. 
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Usually the use of 50 to 100 mg. of demerol or a com- 
bination of demerol and delvinal sufficed to alleviate 
any undue reaction to uterine contraction or nervous- 
ness. 

I do not consider the spontaneous rupture of mem- 
branes a complication, and usually note more rapid 
normal progress following rupture. Tough, adherent 
membranes may inhibit dilatation and slow the progress 
of labor many hours by not permitting the presenting 
part to bring pressure against the cervix. 

When labor had progressed to a normal com- 
plete dilatation with accompanying engagement, the 
patient was moved to the delivery room and prepared 
for delivery. Vaginal examination was made and the 
membranes ruptured if intact. The position of the 
fetal head was ascertained and any abnormality in 
position, cranial flexion, moulding, or disproportion 
noted. 


If progress had been normal, as in most cases, 
and nothing had been found to prohibit vaginal de- 
livery, a pudendal block was instituted using 1.0 per 
cent monocaine. This afforded the necessary relaxation 
of the vaginal canal for complete exploration. If nec- 
essary conditions, including complete dilatation, deep 
engagement, no disproportion, and good flexion of the 
head, were satisfactory, general anesthesia was given 
to a point of complete relaxation. 


The perineum was carefully ironed out, using 
first two fingers, then three fingers, until the entire 
hand could be admitted to the birth canal. Accurate 
estimation of fetal position was made and the birth 
canal further dilated by manual exploration. 


Forceps were applied carefully, with deliberate 
attention to their application. With average occiput 
anterior, Simpson forceps were used. If any malpo- 
sition occurred either as an engagement accident or 
a carry-over of a malposition prior to labor, as pos- 
terior occiput or transverse arrest or position, Kielland 
forceps were used. This type of forceps was also used 
if the estimated size of the fetal head was above aver- 
age, to take advantage of the greater length of the 
Kielland blades. 


With Simpson forceps, extraction was completed 
by digital application of axis traction force, and normal 
mechanics of labor followed. Alternate traction and 
relaxation were used to simulate normal uterine action. 
No effort was made toward rapid delivery. Episiotomy 
was performed almost routinely to preserve the muscu- 
lature of the perineum. When the head was clear of 
the perineum, forceps were removed and the body 
delivered manually. 


Following placental expression, repair of the 
episiotomy and any attendant lacerations was made, 
using as light a catgut as would be effective. Careful 
attention was given the approximation of tissues so 
that no abnormal tension was created. Deep stitches 
were used freely to prevent dead space and moderate 
tension put on them. Mucous membrane sutures were 
tied loosely to allow for edema. No unusual aftercare 
was given the repair, except cleansing after use of 
bedpan and painting with mercresin. Empirin No. 3 
for after-pain and ergonovine, 1/320 grain as neces- 
sary, were used routinely. 


CONCLUSIONS 
The patients, with few exceptions, were allowed 
free movement in bed and were raised for meals. On 
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the third day they were allowed to sit on the edge of 
the bed with their legs hanging down and the fourth 
day allowed to walk with help-to a chair and sit. The 
fifth day they were permitted free ambulation and were 
discharged if temperature was normal. Subsequent 
examinations have confirmed the fact that no damage 
followed this mode of delivery. Vaginal tension, mu- 
cosal healing, and general pelvic recovery were normal 
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and, in most cases, very satisfactory. No damage to 
infants was found, and asphyxiations, aspirations, and 
depressions were minimal. 

I restate that this method is not for the novice, the 
impatient, or the careless. I have reported this series 
of cases only to state objective findings, the results 
of which have been good. 
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An Osteopathic Approach to the Treatment of Menstrual Disorders 


JULIAN LANSING MINES, III, D.O. 
Associate in Obstetrics, Philadelphia College of Osteopathy 
Philadelphia 


INTRODUCTION 

For many years the osteopathic physician has been 
successfully managing patients suffering from a va- 
riety of menstrual disorders. Many of these patients 
have been treated by manipulation alone. This paper 
is an attempt to justify the use of osteopathic manipu- 
lative therapy in the treatment of disorders of men- 
struation. An endeavor will be made to clarify the 
physiology of menstruation and to review the anatomi- 
cal changes associated with this process. The manipu- 
lative approach in the treatment of patients suffering 
from menstrual dysfunction will be discussed, setting 
forth possible physiological and anatomical explan- 
ations for the clinical results obtained. 

PHYSIOLOGY OF MENSTRUATION 

To present a detailed definition of menstruation in 
the light of the complexities of modern endocrinology 
and physiology seems impractical; therefore, a general 
description which is almost universally accepted seems 
justifiable: Menstruation is the bloody flow resulting 
from the breaking down of the endometrium normally 
prepared for pregnancy. 


The menstrual discharge consists of blood mixed 
with secretions and epithelium derived from the 
endometrium, the endocervix, and vaginal tract. The 
stringy nature of this material is due to the mucus 
emanating from the glands of the endocervix. The 
amount of the flow normally varies between 23 and 68 
ce.' The usual flow requires the use of approximately 
three napkins a day during the height of the dis- 
charge. The average menstrual cycle of 28 days is 
accepted as being normal, but Arey* in his study of 
more than a thousand individuals found a mean cycle 
of 33.6 days for girls and 29.5 days for women. It 
seems logical to assume that the menstrual cycle length 
can be somewhat variable and still be considered within 
normal limits. Even women considering themselves 
regular will frequently show irregularities over a pe- 
riod of time. This should suggest the possibility of 
several factors, both organic and psychic, which could 
alter the physiology of menstruation. 

The foremost physiologic implication of the cycle 
is that of preparing the endometrium for the reception 
of the fertilized ovum, and the endocrine balances 
governing this uterine duty should be considered 
first. In selecting a starting point, it seems logical to 
consider the effects of the substances produced by the 
anterior lobe of the pituitary gl-nd, follicle stimu- 
lating hormone and luteinizing hormone. It will be as- 
sumed that during the first 14 days of the cycle 
follicle stimulating hormone is not produced in 


functioning amounts, until the fourteenth day. The 
luteinizing hormone is then produced in effective 
amounts, but its production tapers off during the re- 
mainder of the cycle. It has been postulated that the 
sudden change-over from the production of follicle 
stimulating hormone to luteinizing hormone creates the 
impetus necessary for ovulation to take place* (Fig. 1, 
a,b). 

The graafian follicle containing its ovum enlarges 
and approaches the ovarian surface during the first 
14 days of the menstrual cycle under the influence 
of follicle stimulating hormone. The follicle contains 
ever increasing amounts of follicular fluid, high in 
estrogen content, as it migrates from the central por- 
tion of the ovary. Many thousand immature follicles 
reside in the ovary at birth, but less than 400 are se- 
lected to mature for ovulation. This is explained when 
we consider that while the chosen follicle is migrat- 
ing toward the surface, many of the immature ones 
give up their small amounts of estrogen. These de- 
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pleted follicles can function no longer, and therefore 
atrophy, degenerating finally into scar tissue within the 
ovarian stroma. The increasing amount of estrogen 
produced by the ovary as a result of these mechanisms 
during the first 2 weeks of the cycle is depicted in part 


ce” of Figure 1. 


When ovulation occurs at the fourteenth day of 
the cycle, the follicle ruptures, and a major source 
of estrogen is removed, lowering temporarily the blood 
and urine levels of this substance. From the fourteenth 
to the twenty-eighth day of the cycle, another pro- 
ducer of estrogen enters the picture. This role is 
played by the corpus luteum, which is formed by spe- 
cialized cells, filling in the crater left on the surface 
of the ovary by the rupture of the follicular blister. 
The corpus luteum is not only an excellent producer 
of estrogen, but manufactures a substance known as 
progesterone as well. These two substances are pro- 
duced in increasing amounts as the corpus luteum 
matures, governed by the production of luteinizing 
hormone by the pituitary gland. Because progesterone 
and estrogen act together as supporters of a preg- 
nancy, they are produced in increasing amounts only if 
fertilization of the ovum occurs. When nidation does 
not take place, the corpus luteum diminishes in size, 
finally degenerating into a small mass of fibrous tissue 
puckering the ovarian surface. This process results 
in a gradual lessening of estrogen and progesterone 
production toward the end of the cycle, and endome- 
trial breakdown is effected due to estrogen and pro- 
gesterone withdrawal. 


During the first two weeks of the menstrual pat- 
tern, the endometrium becomes progressively thickened 
as the estrogenic substances are being produced in in- 
creasing quantities (Fig. 1, d). From the midcycle 
until the twenty-eighth day, the uterine lining maintains 
its acquired thickness and its glandular elements in- 
crease in quantity. This is accomplished by spiraling 
of the endometrial glands as a result of a greater num- 
ber of secretory cells being produced. These cells se- 
crete mucin and glycogen (uterine milk). At the same 
time the vascularity of the tissue is markedly enhanced. 
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It appears that progesterone acts as a stimulus for the 
production of secretory elements. 

The sticky mucoid character of the uterine milk 
may encourage a fertilized ovum to adhere to the 
endometrium preparatory to implantation mechanisms 
and the glycogen content of this secretion provides 
primary nourishment. Endometrial secretions also 
play an important role in the chemistry of the female 
genital tract. The vaginal mucosa being devoid of 
secretory components, depends upon the discharge 
originating from the endometrium and endocervix to 
aid in the normal functions and growth of Déderlein’s 
bacillus. The glycogen available provides nourishment 
for these protective bacteria, and they in turn help 
maintain a normal acid base equilibrium within the 
tract as a result of their activity. 

The mechanisms associated with endometrial 
breakdown resulting from estrogen and progesterone 
withdrawal are best described in the works of Markee* 
and Daron.® The act of menstruation is actually a 
vascular phenomenon and the spiral arterioles originat- 
mg from the arcuate branches of the uterine artery 
in the middle third of the uterine musculature play a 
most important role. These vessels are arranged per- 
pendicularly to the cavity of the uterus and penetrate 
the endometrium without giving off any branches (lig 
2). As they pass through the inner fourth of the 
uterine musculature they are surrounded by specialized 
muscle tissue. These clumpings of muscle cells are 
known as the contraction cones of Daron (Fig. 2). 
These cones are partially under hormonal control and 
when estrogen is withdrawn they are thrown into 
prolonged contraction. Because the endometrial tissue 
above the basalis depends exclusively upon the spiral 
arterioles for its blood supply, the constriction of these 
vessels by the muscular cones results in rapid disinte- 
gration of this tissue. Circulatory shutdown causes 
subepithelial hematomata to form, which rapidly rup- 
ture, producing bleeding areas on the surface of the 
endometrium. Thus the menstrual “flux” is formed 
from blood elements, endometrial cells, mucus, glyco- 
gen, and products of tissue autolysis. 

The basal layer (Fig. 2) of the endometrium is 
supplied by a different group of arterioles not ham- 
pered by contraction cones. The exfoliating portion 
of the uterine lining depends upon this basal blood 
supply for regeneration. The fundal portions of the 
endometrial glands are imbedded in this basilar area, 
insuring their renewal after menstruation’s destructive 
processes have been completed. 

During the first 21 days of the cycle the spiral 
arterioles appear to contract and dilate, producing areas 
of blanching and flushing upon the endometrial sur- 
face. This phenomenon is possibly the result of rhyth- 
mic contractions and relaxations of the specialized 
muscular contraction cones. Estrogen and proge sterone 
withdrawal takes place during the last week of the 
cycle, when nidation has not occurred, at which time 
the endometrium appears blanched and shrunken. Cir- 
culatory embarrassment to the endometrium is caused 
by the estrogen-deprived contraction cones clamping 
down on the spiral arterioles. The spiral arterioles be- 
come more tortuous as the endometrium becomes thin- 
ner due to dehydration, and a slowing of arterial 
circulation occurs within them. 

Destructive processes set in, due to the endarteritis 
produced by the anoxemia, and tissue autolytic prod- 
ucts are released. These substances may induce addi- 


tional spasms in the contraction cones because of their 
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vasopressor effects. Due to the cumulative effects of 
these processes, a complete shutdown of the circulation 
to the exfoliating endometrium takes place. Several 
hours later one by one the arterioles open up and dis- 
charge blood into the surrounding tissue. This causes 
the formation of subepithelial hematomata, which rup- 
ture, discharging their contents upon the endometrial 
surface. The exposed ends of the ruptured arterioles 
become plugged by thrombus formation. This is re- 
peated in different areas of the uterine lining during 
the actual flow, but it is doubtful if the same arteriole 
bleeds more than once during a menstrual period. As 
the surface endometrium disintegrates fissures appear 
causing small sections of the tissue to slough and mix 
with the menstrual flux. Toward the end of menstru- 
ation there is a migration of cells from the glandular 
elements in the basalis, which results in restoration 
of the surface epithelium in a matter of a few hours. 
While these processes are taking place, the basal circu- 
lation continues unabated and appears even to be 
accelerated during the regeneration period. The new 
spiral arteriole extensions grow with the fresh endo- 
metrium, but their growth proceeds with greater 
rapidity causing them to assume their characteristic 
spiral configurations. 

Bearing the preceding mechanisms in mind, the 
muscular cone surrounding the basal portion of the 
spiral arteriole should assume a role of great im- 
portance when we consider the part which it might 
play in menstrual dysfunction. Its importance from 
an osteopathic standpoint assumes new significance 
also in that it receives an efferent nerve supply from 
both the sympathetic and parasympathetic components 
of the autonomic nervous system, and an afferent sup- 
ply derived from the cerebrospinal nervous system.® 


DISTURBANCES OF MENSTRUATION 


Menorrhagia, metrorrhagia, irregular menstrua- 
tion, precocious menstruation, vicarious menstruation, 
amenorrhea, scanty menstruation, suppression of men- 
struation, dysmenorrhea, and intermenstrual pain are 
conditions caused by abnormalities resident within the 
woman and their etiologies are complex. As a result, 
the treatment measures employed are numerous, but 
physicians recognizing osteopathic concepts are able 
to offer additional aid in the form of manipulative 
therapy designed to encourage normalization of the 
body’s physiochemical functions. 


OSTEOPATHIC THERAPEUTIC CONCEPTS 


The behavior of the endometrium is influenced in 
several ways. Endocrine substances play an important 
part in the cyclic function of this tissue, but the proper 
functioning of the uterine lining undoubtedly depends 
to some degree upon the normalcy of the nerve im- 
pulses affecting its activity. It must be borne in mind 
that cyclic endometrial activity can be continued even 
after denervation is accomplished by complete sym- 
pathectomy, and it has also been revealed by Fontaine 
and Herrmann’ that section of the extrinsic’ nerves to 
the female sex organs did not interfere with normal 
, menstruation or reproduction. 

Although ovarian endocrine functions rely upon 
pituitary hormone stimulation, and the contraction 
cones depend upon ovarian hormone production for 
their normal function, it must be emphasized that there 
also exists an autonomic innervation to the female 
genital organs which should exert some synergistic 
effect on normal physiological functions. The ovaries 
receive their chief nerve supply from the fibers which 
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leave the intermesenteric and renal plexuses and fol- 
low the ovarian arteries. In the suspensory ligament 
the ovarian plexus divides into a number of external 
branches which surround the fallopian tubes as well as 
internal fibers which enter the ovary. Kuntz® states 
that although the graafian follicles and _ interstitial 
ovarian secretory tissue are not under direct nervous 
control, function depends upon the vasomotor changes 
in the ovary which are regulated by the ovarian plexus 
and the nerves arising from it innervating the ovarian 
blood vessels. 


Although many investigators agree that sectioning 
of the sympathetic nerves causes no detectable change 
in uterine physiology, those of us who have employed 
caudal analgesia in obstetrics have proved clinically 
that producing blockage of selected parts of the auto- 
nomic nerve supply will definitely alter uterine physi- 
ology during parturition. 

There is much evidence to indicate a synergistic 
relationship between the neurological and endocrine 
factors controlling the physiology of utero-ovarian 
function, and it seems that manipulative therapy di- 
rected to spinal areas caudalward from the sixth tho- 
racic vertebral level should certainly influence the 
physiochemical environment of these organs. The 
nerve fibers in the walls of the uterus are derived from 
the plexus of Frankenhauser, located in the broad 
ligaments. They are composed of filaments from both 
the superior and inferior hypogastric plexuses. Pre- 
ganglionic vasoconstrictor fibers are derived from the 
sixth thoracic to the third lumbar vertebrae with post- 
ganglionic fibers contained in the celiac mesenteric and 
hypogastric ganglia.® Cleland,’® in his original work, 
implied that sensory fibers from the uterus enter the 
cord at the eleventh and twelfth thoracic levels. Motor 
supply to the fundal portion of the uterus is prob- 
ably derived from the sixth to eleventh thoracic areas. 
Extensive experience with caudal analgesia has sug- 
gested that both sensory and motor fibers to the lower 
uterine segment and cervix are derived from presacral 
parasympathetic components." 

Certain spinal areas associated with uterine func- 
tion should now be apparent, but the setting forth of 
specific spinal areas for the application of osteopathic 
manipulative measures in the management of a pa- 
tient suffering from menstrual dysfunction seems im- 
practical, when we consider the interrelationships and 
interdependences exhibited by organ systems concerned 
with menstruation. Louisa Burns™ implied this when 
she made the following statements, “Should any of the 
glands of internal secretion be affected, the abnormal 
secretions would be expected to modify the activity 
of every related tissue and organ. . . . Tissues which 
are innervated by different nerves, as the vagus and 
splanchnic, and those which have an endocrinological 
or other functional relation with distant tissues are 
manifestly subject to disturbances as a result of lesions 
in different parts of the spine.” Berlier and Burns" 
amplified this point when they stated that “Lesions of 
the mandible, occiput, and first and second cervical 
vertebrae affect the upper thoracic spinal centers and 
the cervical sympathetic ganglia and so disturb the 
circulation through the pituitary body,” the secretions 
of which have both a direct and an indirect effect on 
utero-ovarian function. 

If structural aberrations could indirectly affect 
female cyclic functions, then the influence that postural 
defects might have on the production and maintenance 
of pathological menstruation must be considered. Thi 
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so-called chronic “osteopathic spinal lesion” is often 
thought to be maintained as a result of postural faults. 
This is demonstrated frequently by the spinal compen- 
sations necessitated by sacral base plane unlevelling. 
Far-reaching effects resulting from permanent struc- 
tural faults must be borne in mind, and many times 
devices can be utilized to nullify the structural abnor- 
malities. 


Osteopathic manipulative treatment designed to 
normalize paravertebral tissues is, doubtless, adminis- 
tered in diversified ways, but very often the clinical 
results obtained are similar. Regardless of this vari- 
ance, manipulation directed to the areas of the man- 
dibular, occipital, and first and second cervical 
vertebral joints should affect the circulation through 
the pituitary body which exerts some control over 
ovarian function. Manipulative treatment directed to 
spinal areas from the sixth thoracic segment to the 
sacrum, including the sacroiliac articulations, should 
affect both the motor and sensory nerve supplies to 
the entire uterus, as well as influence the circulation 
to the ovaries through the intermesenteric and renal 
plexuses. 

Where there are permanent structural aberrations, 
such as an anatomic inequality of leg lengths, spinal 
curvatures, spina bifida, etc., manipulative measures 
alone may be ineffectual, and mechanical devices such 
as heel lifts and spinal corrective appliances must be 
resorted to. 

SUMMARY 

1. Clarification of the physiology of menstru- 
ation was attempted. 

The disturbances of menstruation were set 
forth. 

3. The autonomic nerve control of the uterus 
and related glandular structures was explained. 

4. An osteopathic therapeutic approach to the 
management of menstrual disorders was discussed. 


COMMENT 


It was the purpose of this paper to imply that a 
synergistic action exists between the autonomic nerve 
supply to, and the known hormonal influences on the 
muscular contraction cones of Daron, and that con- 
ditions disturbing normal synergism could encourage 
abnormalities of menstruation. Emphasis was also 
placed on the interdependence of related tissues such as 
the pituitary gland and ovaries. The autonomic nerve 
supply of these tissues tends to regulate the blood sup- 
ply to and from them, thereby affecting their physio- 
chemical environment and ultimate levels of function. 
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By the use of osteopathic manipulative procedures cer- 
tain undesirable structural alterations may be changed, 
which could result in a closer approach to the normal 
functioning states of the female organs of generation 
and their endocrine allies. 


CONCLUSIONS 


1. If the normal cyclic functions of the endome- 
trium depend even partially upon the proper activity 
of the muscular contraction cones of Daron, and if 
these cones receive autonomic nerve terminations, it 
seems logical that osteopathic manipulative treatment 
could assist in normalizing uterine physiology. 


2. Osteopathic manipulative treatment directed to 
the spinal areas bearing autonomic relationship to 
endocrine glands whose secretions affect menstrual 
physiology should be a distinct aid in the treatment of 
the disorders of menstruation. 


3. Postural deficiencies could have an indirect 
effect on the production of menstrual abnormalities, 
by causing chronic recurrences of structural aberra- 
tions in spinal areas bearing direct autonomic relation- 
ship to the organs concerned with menstruation. 

262 S. 15th St. 
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The risk of dying during childbirth decreased during 1946, 
according to figures of the National Office of Vital Statistics, 
released June 4 by Oscar R. Ewing, Federal Security Ad- 
ministrator. In that year, 5,153 women died in the United 
States from causes related to pregnancy and_ childbirth, 
representing a maternal mortality rate of 1.6 deaths per 1,000 
live births, as compared with 5,668 deaths and a rate of 2.1 
in 1945. The decrease in the maternal mortality rate between 
these years was 24 per cent. 


The national maternal mortality rate has been declining 
steadily, beginning with 1930. The rate in that year was 6.7, 
or over 4 times as large as the rate in 1946. 


Maternal mortality is much lower, and is decreasing more 
rapidly, among white than among nonwhite women. In 1930, 
the maternal mortality rate for the white group was 6.1, or 
about 4.5 times greater than the rate of 1.3 in 1946, while the 


MATERNAL MORTALITY 


rate for the nonwhite group was 11.7 in 1930, about 3 times 
greater than the rate of 3.6 in 1946. 

The maternal mortality rate in rural areas (places under 
2,500 population) has exceeded the rate for urban areas 
(places of 2,500 population or greater) by at least 9 per cent 
in each year from 1940 to 1946. In 1946, the rate for rural 
residents was 1.7, or 13 per cent higher than the rate of 1.5 
for urban residents. 

Maternal mortality rates by State in 1946 ranged from the 
lowest rates of 0.9 for residents of Connecticut and Minnesota 
to the highest rate of 3.1 for residents of Mississippi. The 
1946 rates were lower than those in the preceding year for 42 
States, were the same for Rhode Island and Wisconsin, and 
were higher for Florida, Nevada, Utah, and Wyoming. These 
increases in rate do not necessarily indicate true increases in 
maternal mortality, since with the small numbers involved, 
some fluctuations from year to year is to be expected. 
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Continued research concerning the blood factors 
M and N led to the discovery of the Rh factor. Land- 
steiner and Wiener! detected in the blood of rhesus 
monkeys the presence of a factor related to human M 
factor and also found that injection of the rhesus 
blood into rabbits stimulated the production of agglu- 
tinins. From this finding they began to use animal 
blood instead of human blood for preparing antisera 
in the hope that the new factors in human blood might 
be discovered. By this method they found that the 
antirhesus sera contained an agglutinin reacting with 
the red cells of 85 per cent of the white population 
independently of the blood group or M,N, and P fac- 
tors. This factor detected by anti-rhesus sera was 
later designated the Rh factor. 

The 85 per cent white individuals whose red cells 
are agglutinated by the anti-rhesus sera are said to be 
Rh positive ; the remaining 15 per cent are designated 
Kh negative. These two types of blood are hereditar- 
ily determined like the four blood groups, the Rh 
factor being transmitted as a single Mendelian domi- 
nant by a pair of allelic genes Rh and rh.? Rh-negative 
individuals belong to the genotype rhrh and are always 
homozygous. Kh-positive individuals may either be 
homozygous (genotype RhRh) or heterozygous (geno- 
type Rhrh). Two Rh-negative parents can have only 
Rh-negative children. If one parent is Rh negative 
and the other Rh positive, the children will all be 
Rh positive if the Rh-positive parent is homozygous, 
or one-half of the children will be Rh positive and one- 
half Rh negative if the Rh-positive parent is heterozy- 
gous. When both parents are Rh positive all the 
children will be Rh positive except when the parents 
are both heterozygous, in which case one-fourth of the 
children will be Rh negative. 

Following the initial discoveries further scientific 
study of the Rh factor soon proved that the Rh factor 
was by no means a simple entity, that inheritance was 
not merely a matter of dominant and recessive char- 
acteristics, and that Rh was neither recessive nor non- 
antigenetic. In 1941 Wiener* reported an anti-Rh 
serum which agglutinated the blood of only 70 of the 
85 per cent of Rh-positive individuals. This was desig- 
“nated as anti-Rh,. Later he reported anti-Rh, serum 
which gave approximately 30 per cent positive re- 
action in white people.* Race and Taylor® in 1943 
reported a serum which was called temporarily St and 
which agglutinated 80 per cent of English bloods. 

From these and other serological studies as well 
as from theoretical aspects, it has become clear that 
the inherited Rh factor can probably be differentiated 
into eight allelomorphic genes of equal dominance giv. 
ing rise to thirty-six genotypes. Six of these geno- 
types represent about 93 per cent, and the other thirty 
cover the remaining 7 per cent; some are extremely 
rare. The nomenclature has undergone many changes 
and will probably eventually have to be standardized 
Wiener’s® earlier nomenclature included genes known 
as Rh,. Rh,. Rh, Rh’, Rh”, and rh. Murray’ uses a 
numerical classification, and Fischer* uses letters to 
describe the types. 

The rhesus subgroups give an explanation of 
erythroblastosis fetalis which arises in the so-called 
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Rh-positive children of Rh-positive parents. For ex- 
ample, when the father is Rh,Rh,, the mother Rh,Rh,, 
and the child Rh,Rh,, anti-Rh, antibodies may be 
formed by the mother and react on the fetal cells. 
Theoretically, the disease may arise whenever the fetus 
has an antigen different from the mother. Further- 
more, the antigenic action of the rh explains the rare 
occurrence of erythroblastosis fetalis in the so-called 
Rh-positive child of an Rh-positive mother with a 
father belonging to either genotype rhrh or Rhrh. 
So-called Rh-negative blood may not be administered 
to such infants and mothers. 

Soon after the importance of the Rh factor as a 
cause of intragroup transfusion hemolysis was pointed 
out, Levine and Polayes* demonstrated that a number 
of women who had had repeated abortions possessed 
blood sera in which isoagglutinins similar to the Rh 
factor were present. They also investigated a number 
of women who had given birth to erythroblastotic in- 
fants and discovered that the majority of the mothers 
were Rh negative and, furthermore, that the incidence 
of Rh negativity in this group was many times that 
found in the general population. This led to the hy- 
pothesis that erythroblastosis fetalis is the result of 
the formation of Rh agglutinins by the Rh-negative 
mother who has become sensitized. 

The mechanism that allows fetal Rh-positive cells 
to sensitize an Rh-negative mother is still not clearly 
understood. Levine® believes that the transmission ot 
the fetal red cells into the maternal circulation (due 
to an imperfect placental barrier) results in the forma- 
tion of agglutinins which then retraverse the placenta 
to produce agglutination and probably hemolysis of the 
fetal red blood cells. This theory accounts for many 
of the essential facts in the pathogenesis of congenital 
hemolytic anemia, but Wiener’ points out that a 
number of paradoxes remain to be explained. Since 
the intact villus is impermeable to erthrocytes, it is 
not clear how the fetal Rh antigen gains access to the 
maternal circulation. There is no convincing -evidence 
that the Rh antigen exists in soluble form in any of 
the body fluids. Therefore, Wiener'® explains the 
mechanism as follows: During labor and delivery, villi 
become detached and enter the maternal circula- 
tion, carrying along enough fetal red blood cells to 
incite antibody formation by those women who are 
constitutionally predisposed. Autopsies on women who 
have died of childbirth or shortly thereafter have 
actually revealed the presence of Langerhans’ giant 
cells and villi in the lung bed. I question this theory 
due to the fact that during the pregnancy the anti- 
bodies in the moiher begin to appear in the last tri- 
mester of gestation and may increase or decrease in 
intensity before the onset of labor. Javert'' has re- 
ported the presence of hematomas in the intravillous 
spaces of eight of thirty-five placentas from mothers 
who gave birth to infants with erythroblastosis fetalis. 


_This is rather a low incidence, and furthermore, no 


control studies are mentioned as to the presence or 
absence of such lesions in instances in which the com 
bination of an Rh-negative mother and Rh-positive 
infant occurs without erythroblastosis fetalis. Lubinski 
and his coworkers’ postulated that in the absence of 
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some placental lesion, the red blood cell is probably 
too large to pass through the network of reticulum, 
but soluble proteins, antigenic in nature, might do so. 
As yet there is no proof that the antigen is carried in 
solution in fluids of the body. At one time Wiener and 
Wexler" thought that the hemolysins were stored in 
the fetal tissue and so rendered innocuous for the 
time being, and for some unknown reason are released 
after birth. Only when these storage spaces are filled 
to capacity during fetal life will the disease start in 
utero. 

Whatever the mechanism may be for providing 
an intermixture of maternal-fetal blood elements, ex- 
perience has shown the following sequence of events 
may take place: (1) Rh antigen in fetal erythrocytes 
inherited from the father (2) gains access to the 
mother’s circulation, (3) evoking a maternal response 
of Rh antibodies, (4) which in turn, pass across the 
placenta into the fetal circulation and (5) are ab- 
sorbed upon the infant’s red cells (6) resulting in their 
destruction and the production of anemia and jaundice. 

It has been shown that agglutinins in the mother’s 
blood may be present at any time during gestation, but 
usually occur at the seventh month. The increase in 
the agglutination titer was thought to be an indication 
of the degree of sensitivity of the mother and a cri- 
terion for the prognosis of the amount of involvement 
of the fetus. In search for an explanation of cases 
of congenital hemolytic anemia which were typical 
except that maternal serum contained no demonstrable 
Rh agglutinins, Wiener'’ decided that the Rh anti- 
bodies might be present, but of a special variety in- 
capable of bringing about agglutination. If such anti- 
bodies were present and combined with Rh-positive 
red cells, then the cells might be expected to lose their 
capacity to agglutinate upon the further addition of 
anti-Rh agglutinating serum. Experiments completed 
in 1944") 7° gave final proof that such antibodies were 
present and were designated as Rh-blocking antibodies. 
Wiener’ then postulated that the Rh blocking anti- 
bodies are univalent, which would account for the 
ability of these antibodies to combine with the Rh 
agglutinogen and to block the combining sites on the 
surface of the erythrocytes, but without clumping them. 
He then concluded that the Rh blocking antibodies are 
composed of smaller molecules than the Rh agglutinins 
and should therefore be capable of traversing the pla- 


‘cental barrier into the fetal circulation more readily 


and earlier in pregnancy than the Rh agglutinins. This 
conclusion he supports by clinical observation that the 
presence of Rh-blocking antibodies is of more serious 
prognostic import than the presence of Rh agglutinins 
without blocking antibodies. For example, when. block- 
ing antibodies are present, stillbirths are more likely to 
result. The discovery of the Rh-blocking antibody has 
led Wiener'® to develop a new test for Rh sensitivity 
called the conglutination test. Of the various methods 
of demonstrating univalent Rh antibodies we now have, 
the blocking test is the least sensitive, the plasma con- 
glutination test is about ten times as sensitive as the 
blocking test, and the albumin-plasma_ conglutination 
test is about four times as senstitive as the plasma 
conglutination method. 

With the above history and findings in mind, let 
us now consider the application of the Rh factor in the 
care of the pregnant woman and her siblings. Every 
woman should have the Rh-factor determined as soon 
as she consults her obstetrician; likewise the factor 


should be determined for the husband. When both 
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parents are Rh positive it will be rare indeed for them 
to have a child with erythroblastosis fetalis (this rarity 
was explained above in discussing the rhesus sub- 
groups). When both parents are Rh negative, they 
can only have Rh-negative children ; therefore, they can 
be assured of no progeny with erythroblastosis fetalis. 
When the mother is Rh negative and the father 


‘homozygous (RhRh), then all their children will be 


Rh positive and potential candidates for the disease, 
but if the father is heterozygous (Rhrh) then one-half 
the children should escape. We now know that only 
25 per cent of Rh-negative persons exposed to the 
Rh antigen become sensitized. Using the known fact 
that 15 per cent of the population are Rh negative, 
about 13 per cent of all marriages should be between 
Kh-positive husbands and Rh-negative wives. Ery- 
throblastosis fetalis, however, occurs in no more than 
1 to 3 per 1,000 of all births. Therefore, it is possible 
to present a hopeful picture to an obstetrical patient 
who has not shown previous sensitivity. 

A primipara without a history of previous sensi- 
tization usually will have a normal child. There is 
only one case on record at this writing of a primipara 
delivering an infant afflicted with erythroblastosis 
fetalis. A gravida I] may have become sensitized by 
the previous pregnancy so that the second child may 
be affected. Gravidae III and multigravidae are more 
likely to give birth to offspring with erythroblastosis. 
However, I have delivered a mother of a normal fourth 
child, although two of her previous children had 
erythroblastosis fetalis. 

Much work has been done to correlate the rela- 

tionships between the level of titration of the Rh anti- 
body to the severity of the disease of the new- 
born.'* '* The first published statistics on this relation- 
ship failed to show that there was any true relationship 
between the two. However, since using the albumin- 
plasma conglutination test Wiener and Gordon" state 
that the severity of the manifestations in the erythro- 
blastotic infant is roughly proportional to the antibody 
titer. Kariher’® believes that the total antibody level, 
when it is coupled with the amount of agglutination 
per test tube, may be of definite help in prognosticating 
the seriousness of the disease in the newborn. For 
example, a serum carrying a titer of 1:64 in which only 
the first tube shows 4+ agglutination is not as potent 
a serum as one carrying a titer of 1:64 in which five 
of the tubes show 4+ agglutination. He also believes 
that a third factor must be considered in the prog- 
nostication of the degree of involvement in the child, 
namely, the length of time before term that the anti- 
body appears in the maternal serum. The earlier the 
antibody appears, the more severe is the disease in the 
child. 
Howard and others”? have investigated the rela- 
tionship of the presence of blocking antibodies in the 
maternal serum to the severity of the disease in the in- 
fant. They believe that the blocking antibody is a 
protection for the erythrocytes of the fetus. Their 
comparison of the occurrence of Rh agglutinin and 
blocking antibodies indicates that no definite cause and 
effect relationship between the two exists. 

The usefulness of being able to make a prognosis 
for the fetus along general lines is apparent. With a 
history of previous sensitization it may be considered 
advisable to terminate the pregnancy a few weeks be- 
fore term by cesarean section with a view to saving 
the fetus from excessive breakdown of its cells. This 
would be considered only if the antibodies appear early 
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in the pregnancy, if the titer is high, and the total ag- 
glutination per test tube is great. It must be borne in 
mind that the result of intervention is a premature 
child, which in itself presents a serious problem. 


Primrose and others" advise the use of adequate 
doses of methionine by mouth from the time antibodies 
are first demonstrated until delivery. The infant is 
also given methionine by mouth during the immediate 
postnatal period. This is done in an effort to protect 
the fetal liver from excessive damage. The series is 
not large enough to allow accurate conclusions as yet. 
Personally, I have been using this adjunct for 3 years 


Kariher’® used weekly intramuscular injections of 
2.0 ce. of ethylene disulfonate in the last 3, 4, and 6 
months respectively in three pregnancies. Each of the 
patients had borne one or more infants who had died 
of hemolytic disease of the newborn. In two of these 
cases, the patients gave birth to infants who appeared 
normal at birth and remained so during the period of 
observation. In the third case the infant had hemolytic 
disease of the newborn, but survived following re- 
peated transfusions. This treatment suggests that some 
nonspecific tissue reaction may bring about a lowering 
of the serum antibody level and thus prevent or modify 
the disease in the newborn. 


Knowing that the mother is Rh negative and the 
father Rh positive, preparations can be made for the 
only known treatment for the disease at the time of 
delivery. This preparation consists in having available 
Rh-negative blood of the proper group and transfusing 
the infant immediately at birth or as soon thereafter 
as is necessary. With the use of Rh-negative blood 
transfusions the mortality rate in liveborn infants with 
hemolytic disease decreased from about 35 to 9 per 
cent according to one report.** If the mother has given 
no evidence of previous sensitization, the infant’s blood 
count is taken at birth. This is repeated every 6 hours 
until there is evidence of stabilization of the ery- 
throcyte count and the hemoglobin. The normal 
erythrocyte count in the newborn is 5,500,000 to 7,000,- 
000 and the average hemoglobin is 105-125 per cent.?* 
Anything below these figures in newborn infants of 
‘Rh-negative mothers is to be considered as a begin- 
ning of congenital hemolytic anemia. Normally, the 
erythrocyte count may drop 500,000 in the first 5 days 
of life and the hemoglobin will likewise decrease from 
5-20 per cent. If the mother is gravida II and the 
erythrocyte count of the infant is below 4,500,000 at 
birth, I believe a transfusion should be given imme- 
diately and repeated as often as is indicated by re- 
peated counts. 

If the mother’s history reveals that she has given 
birth to children with hemolytic anemia, or has had 
several abortions or stillbirths, I believe that a trans- 
fusion should be given at the time of birth, preferably 
into the umbilical vein before the cord is tied. If the 
vein has collapsed another route of administration 
should be used without delay. Infants delivered of 
mothers who have had an early appearance of antibody 
titers that have remained high should receive trans- 
fusions immediately at birth. Blood counts repeated at 
intervals of 6 hours will be the criteria for future trans- 
fusions. 

Many routes of administration are used for trans- 
fusions in infants. I prefer the intratibial technic. The 
technic of bleeding the infant while replacing this blood 

with new blood has begun to show excellent results.?* 
When adequate equipment is vailable this is the pro- 
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cedure of choice. However, any route is satisfactory 
for repeated transfusions. 

When seeking blood for the purpose of transfu- 
sion, complete reliance cannot be placed solely on 
“standard” serum (the serum with which the original 
Rh-positive and Rh-negative differentiations were 
made). Although this serum will give a positive re- 
action with 85 per cent of individuals, it fails to detect 
the rare genotypes, which would cause a hemolytic 
reaction on transfusion into a person with a corre- 
sponding agglutinin. Ideally, all types of sera should 
be used for testing, but failing this, the “standard” 
sera should be supplemented with at least anti-Rh,, and 
if possible, anti-Rh,. Direct compatibility tests should 
be performed. 

As a routine, when the disease is known to be 
caused by anti-Rh antibodies, the child should receive 
transfusion of so-called Rh-negative blood of group 0 
or of its own group. If the disease be due to the rare 
anti-rh antibody, then so-called Rh-positive blood of 
the child’s group should be used. If it is due to anti- 
A or anti-B antibodies, then group 0 blood is suitable. 
With rare and unusual antibodies it is best to use the 
red blood cells of the mother, provided these are 
compatible by direct test; the cells must be washed 
and suspended in saline or glucose. Rh-positive cells 
introduced into these children will undergo the same 
destruction as the cells of the infant, and the resulting 
increase in bilirubinemia will place a further load on an 
already overburdened liver. The volume of blood to be 
used is based on the infant’s body weight and the se- 
verity of the anemia. The average is 10 cc. per pound 
of body weight. 

Supportive care should be administered at birth 
and throughout the immediate postnatal period. The 
infant should be kept warm at all times. These pa- 
tients have a tendency to low body temperatures and 
often incubators must be employed to maintain a 
constant, normal body temperature. The administration 
of oxygen for a period of 48 to 72 hours is also help- 
ful in assuring adequate oxygenation in the presence of 
anemia. An easily digested formula should be, used. 
The use of methionine has already been mentioned. 

Rh-negative mothers should never nurse their 
babies since anti-Rh agglutinins are secreted in the 
breast milk and, after absorption through the stomach 
may produce further hemolysis of the infant’s Rh- 
positive cells. Cases of delayed reactions have been 
traced to this route. 

Use of blood transfusions has decreased the mor- 
tality rate greatly in hemolytic anemia. Investigations 
of substances to inhibit antibody formation are being 
carried out and if these are discovered, the problem 
of hemolytic anemia should become much less trouble- 
some in the future. 

SUMMARY 


1. Red blood cells of 85 per cent of all white 
individuals are agglutinated by the anti-rhesus sera. 
These individuals are said to be Rh positive; the re- 
maining 15 per cent are designated as Rh negative. 

2. The Rh factor is hereditarily determined. 

3. The Rh factor can be differentiated into eight 
allelomorphic genes of equal dominance giving rise 
to thirty-six genotypes. 

4. The mechanism that allows fetal Rh-positive 
cells to immunize the mother is not clearly understood. 

. Only 25 per cent of Rh-negative persons ex: 
posed to the Rh antigen become sensitized. _Erythro 
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blastosis fetalis occurs in no more than 1 to 3 per 
1,000 of all births. 

6. All persons should have an Rh determination. 

7. Obstetricians should explain the possibility of 
hemolytic anemia in cases of incompatibility of the 
parents. 

8. Agglutination titers should be determined after 
the twenty-eighth week of pregnancy. 

9. Consideration of the termination of the preg- 
nancy should be based on: 


a. The time the agglutinins first appear 
b. The rapid rise and total height 
c. Amount of agglutination per test tube. 

10. Prognosis of the seriousness of the disease 
in the infant is based upon the above three factors and 
the mother’s history of previous sensitization. 

11. Prevention of an increase in antibody forma- 
tion may be aided by the use of ethylene disulfonate. 


12. Protection for the fetal liver may result 
from the use of methionine orally to the mother as soon 
as antibodies are present and to the infant in the post- 
natal period. 


13. Treatment consists of blood transfusions, 
either multiple or complete replacement. The number 
of transfusions is based on blood counts repeated 
every 6 hours. 


14. Asa routine the child should be transfused 
with so-called Rh-negative blood of group O or of its 
own group. 

15. In the presence of rare and unusual anti- 
bodies it is best to use the red blood cells of the 
mother, washed and suspended in saline or glucose. 


_ 16. The average volume of blood used tor trans- 
fusion is 10 cc. per pound of body weight. 

17. Supportive care, such as warmth, oxygen, 
easily digested formula, and methionine are suggested. 


18. Rh-negative mothers should not nurse their 
babies. 


09 S. Grand Ave. 
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DISCUSSION 


Lionet J. Gorman, D.O., Boston: I do not in my practice 
determine the Rh factor on husbands whose wives are Kh 
positive. Although this may be a correct procedure, with 
the added demands put on the physician today, I feel that 
this can be dispensed with without materially jeopardizing the 
mother or infant. 


There seems to be considerable variation in the figures 
published as to the percentage of erythroblastosis fetalis as 
compared to all births. Of course this percentage would 
vary in different sections of the country, especially if this 
included sections where there was a large colored population. 
I judge that Dr. Marsh’s figures were for the white race only. 


In discussing the case of the woman Dr. Marsh delivered 
of her fourth child that was normal although two previous 
children had both had erythroblastosis fetalis, no mention was 
made as to whether or not these infants died. There has been 
considerable debate as to whether or not a woman who has 
lost a child from erythroblastosis fetalis and who has a 
homozygous husband, should be sterilized. Of course, the 
arguments against this would be that the mother may remarry 
or desire artificial insemination. Recent clinical findings seem 
to cast doubt on the theory that the severity of the mani- 
festations in the erythroblastotic infant is proportional to the 
antibody titer. However, in most instances a titer that does 
not increase or that actually decreases during pregnancy is 
strongly significant of an Rh-negative baby if the father is 
heterozygous. 


Dr. Marsh mentions that with a history of previous sensi- 
tization it may be considered advisable to terminate the preg- 
nancy a few weeks before term by cesarean section. These 
patients are usually multiparae, often with cervices that are 
favorable for induction of labor. I wonder if she would not 
induce labor in these patients or if she makes it a rule to 
do cesarean sections? 


If an Rh-negative mother is anxious to nurse her baby 
I would search for antibodies resulting from isoimmunization 
24 to 72 hours postpartum. If the mother was found not to 
be isoimmunized she would be allowed to nurse her child. 


If my patients show no demonstrable anti-Rh agglutinins 
at the seventh month, no further tests for Rh antibodies are 
carried out. It appears to be a misconception that an Rh- 
negative woman married to an Rh-positive man may for this 
reason be sterile. The Rh-negative woman need not fear 
an early abortion or miscarriage if she becomes pregnant. 


173 Bay State Rd. 


Dr. Marsx: Answering Dr. Gorman, both babies died 
and the diagnosis of erythroblastosis fetalis was confirmed on 
postmortem examination. 

I agree with Dr. Gorman in his statement that if the 
pregnancy is to be terminated, induction of labor is preferable 
to elective cesarean section. I should have stated that the 
cesarean procedure is advocated by obstetricians in the East. 
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Abortions 


EDNA M. BANGS, D.O. 
Kansas City, Mo. 


Since it is assumed that nearly all fertile, married 
women have had one or more abortions, it is timely 
that we study earnestly this complication of pregnancy 
which is causing increasing gynecological, obstetrical, 
and surgical problems. An abortion in the first weeks 
may occur without provoking symptoms and is not 
recognized or suspected and consequently not reported ; 
hence, exact figures on frequency are not known. How- 
ever, it has been estimated that one pregnancy in five 
ends in abortion in the rural districts and one in two 
and one-half in the cities. About one-third of these 
abortions are spontaneous and two-thirds are induced.’ 

The majority of cases occur between the tenth 
and fourteenth weeks, with a diminution in frequency 
each week thereafter. Even in known cases of re- 
peated abortion the patient’s prospect of carrying the 
fetus to viability increases if the pregnancy can be 
carried to the fifth month. Repeated abortion is more 
common in multigravidae and especially in patients who 
have had pregnancies in rapid succession. Owing to 
increased engorgement and uterine irritability, abortion 
is more likely to occur at a time corresponding to the 
menstrual period. 

In every abortion three events take place—death 
of the ovum, separation of the products from the 
uterus, and expulsion from the birth canal, but not 
necessarily in this order. However, fetal death gen- 


erally is primary in abortion and the etiologic factors 
responsible may be classified as: (1) Paternal, (2) ma- 


ternal, (3) fetal, and (4) placental. 

1. Paternal Factors.—In our present day teach- 
ing, paternal syphilis is no longer considered a cause 
of early fetal death. Alcoholism, lead, and other forms 
of chronic poisoning may adversely affect the virility 
of the spermatozoa and thereby favor early interrup- 
tion of gestation. The modern gynecologist knows 
that in his study of sterility both. partners must be 
examined in such manner that the findings on one will 
complement the findings on the other. In_ habitual 
abortion, it is likewise necessary that the husband be 
studied. The first requirement is a bottle specimen 
of semen for its diagnostic survey. Next are tests 
to determine renal function and basal metabolism. 
Then there should follow a complete blood study, in- 
cluding serologic examinations and determination of 
the Rh factor; general physical examination; history, 
and, of course, study of a prostatic smear. 

To quote from Lillian Whiting Berlier and Louisa 
Burns,? from the third of several reports based upon 
a study of the 40 years of obstetrical experience of 
Dr. Lillian Whiting: “The known causes of abortion 
are many, yet abortions do occur with no recognizable 
cause. The frequent occurrence of abortion among 
lesioned rabbits at Sunny Slope suggests that such 
lesions may be one cause of human abortion. Normal 
does mated with lesioned males often aborted. (Italics 
mine.) In these cases abortion must be assumed to 
have been due to embryonic defect. In cases of un- 
explained human abortion, examination of the husband 
might be of interest, apart from the possibility of pa- 
ternal infectious disease.” 

2. Maternal Factors——Maternal causes are di- 
vided into 

A. General or systemic, acute and chronic 


a. Infectious diseases 

b. Visceral diseases 

c. Miscellaneous 

B. Primary local conditions. 

A. The systemic causes are those which favor 
pelvic engorgement, inducing degenerative change in 
the placenta, fetus, or both. Any acute infection, if 
severe enough, may cause abortion. This is due to 
transmission of bacterial toxins or the bacteria them- 
selves to the fetus; the high temperature which often 
stimulates uterine contractions; or, as in the case of 
pneumonia with cyanosis, excessive carbon dioxide 
content of the blood. 

a. During attacks of influenza, pregnancy is inter- 
rupted in from 35 to 60 per cent of all cases, the abor- 
tion occurring during the latter months. If the influ- 
enza is complicated by pneumonia, abortion is much 
more frequent. It has been noted that in mild cases 
of influenza the fetus is not affected, but in severe 
cases many infants die, especially during labor. 

Primary pneumonia causes abortion in about two- 
thirds of pregnant patients; the nearer the patient is 
to term the more likely the accident. 

When diphtheria, which is rare among adults, 
occurs in women who are pregnant, it causes abortion 
in about one-third of its victims. 

Measles, always serious in adults, is unusually 
grave during pregnancy, causing abortion in 45 to 76 
per cent of cases. The uterus usually empties itself in 
the exanthematous stage. 

Greenhill* concurs with the observations of others 
that serious defects occur in 60 to 70 per cent of babies 
born of mothers who have had German measles during 
the first 3 months of pregnancy. 

Pelvic infections, particularly gonorrhea, are def- 
initely associated with abortion. If a woman does 
conceive during the course of a pelvic infection, or 
too soon thereafter, she almost surely aborts causing 
an exacerbation of the original condition and also a 
high incidence of puerperal peritonitis. 

Late abortion, during the fifth to seventh months, 
and early premature labor, seventh to eighth months, 
are characteristic of syphilis. Many years ago syphilis 
was considered to be one of the most frequent causes 
of repeated abortion at any and all periods. Syphilitic 
women were believed to abort more than 60 per cent 
of their pregnancies. Later studies showed an abortion 
rate of only 5 per cent in a large series of luetic 
mothers and today it is believed that syphilis rarely, 
if ever, causes the termination of pregnancy in the 
earlier months. 

b. Except in some cases of severe congestive fail- 
ure, heart disease itself is not likely to produce abor- 
tion. ; 

True hyperthyroidism during pregnancy carries 
an increased fetal risk in direct proportion to the 
metabolic rate. If the rate becomes unduly high, caus- 
ing the patient to become seriously ill, abortion is likely 
to occur. Among properly controlled patierits the risk 
is not much greater than in the average pregnancy. 
Some causes of habitual abortion are traced to hypo- 
thyroidism. 

Nearly all pregnancies are marked by some intes- 
tinal tract disturbance, usually mild. Acute cholecys- 
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titis, with jaundice and other stormier symptoms, 
often complicates pregnancy but is generally not con- 
ducive to abortion. Hepatic insufficiency, particularly 
in relation to the toxemias of pregnancy, is responsible 
for many disorders of pregnancy. Abortion occurs in 
the majority of cases of appendicitis allowed to reach 
the perforative stage. The earlier appendicitis occurs 
in pregnancy and the sooner it is recognized, the better 
the prognosis. 

Diabetes, now recognized as a disease of multiple 
endocrine disturbances, is responsible for many fetal 
accidents, gestational pathologies, and toxemias asso- 
ciated with an abnormal hormonal state. Early abortion 
is common in inadequately controlled or uncontrolled 
diabetes. 

Urologic disorders are among the commonest com- 
plications of pregnancy and were formerly the most 
frequent causes of abortion, either spontaneous or 
therapeutic. In any of its classifications, chronic renal 
disease, which precedes the pregnancy, usually causes 
sarly symptoms of toxemia. Formerly, the prognosis 
for the child was bad. Two-thirds of the fetuses died 
as a result of abortion or premature labor. Recent 
advances in urologic medicine have done much to bring 
these conditions under control and the incidence of 
speed th abortion is much less frequent. 

c. Pregnancy may be terminated by any prolonged 
sailed, Lead poisoning may produce abortion. Gen- 
erally drugs do not produce abortion unless taken in 
poisonous quantities. Throughout the years women 
have concocted various teas and combined drugs de- 
signed to “start the period.” They are widely used 
but their effectiveness is questionable. 

Exertion, as a cause, plays an uncertain role. It 
would take little accidental (or intentional) jarring of 
the body to dislodge a poorly bedded ovum or one 
of low vitality. A highly sensitive uterus, an under- 
developed one, a diseased one, or a malformed one 
might easily be influenced by such external stimulation. 
Ordinarily, a sturdy ovum in a healthy bed is resistant 
to such irritation. Women working in the fields and 
on war emergency assignments can and do work until 
the day of confinement. 

Prior to the second World War, advice generally 
given by family physicians was against traveling during 
the first and third trimesters. Formerly, when women 
became pregnant, they stayed at home and no one 
physician or clinic had the opportunity of reviewing 
the results of travel on the incidence of abortion. Con- 
clusions drawn by Diddle* from data collected at the 
Naval Hospital and Dispensary, Key West, Florida, 
where the only means of transportation to the mainland 
was by automobile or bus over 127 miles of rough, cor- 
rugated asphalt and coral highway, were that such travei 
did not increase the incidence of abortions among trav- 
elers as opposed to that among non-traveling women. 
Further observation is made that “although it is agreed 
that activity helps to evacuate the uterus after other 
intrinsic and extrinsic factors have threatened an abor- 
tion, it has become the opinion of this group that the 
average means of modern travel, alone. do not pre- 
dispose directly to the occurrence of the disease. When 
an abortion occurs in relation to a journey, the two 
phenomena are regarded as more or less coincidental.” 

Again, the combination of a hardy ovum and a 
healthy uterus is generally resistant to trauma. To the 
lay mind. trauma plays a very definite role, but actually 
the gravid uterus is little influenced by violence or 
even by pelvic operations. Severe violence may be 


(15) 


- ABORTIONS—BANGS 591 


causative in patients who are prone to abort, the dam- 
age resulting in rupture of the chorionic sac or hemor- 
rhage from partial separation of the ovum, not in 
damage to the uterus itself. 

A pregnant woman may give a history of unusual 
trauma to cover instrumentation by herself or by an 
abortionist. Unless the corpus luteum is injured or 
destroyed, the pregnancy can withstand handling of 
the uterus at surgery if skillful and considerate. Many 
cervical and adnexal operations can be done; they are 
even indicated, providing they are carefully maneuv- 
ered. 

There is on record the case of a woman entering 
a hospital, complaining of sharp abdominal pain. Lab- 
oratory and physical findings and vaginal examination 
were consistent with those of a normal 3% months’ 
pregnancy. Roentgenogram revealed a rubber catheter 
lying across the abdomen, free in the cavity. She 
admitted it had been inserted into the uterus 8 days 
before by a criminal abortionist. In the ensuing days, 
as the end of the tube slipped out of the vagina, sm 
replaced it digitally until one time she succeeded i 
pushing the entire tube through the cervix. phy 
alarmed by the failure of the attempted abortion she 
presented herself at the hospital. The tube was re- 
covered at laparotomy and the perforation site firmly 
sealed by an adhesion of a portion of the sigmoid. 
Recovery was uneventful and the pregnancy proceeded 
normally almost to term. Signs of an impending dis- 
aster developed and because of uncertainty of the be- 
havior of the sigmoid adhesion during labor, cesarean 
section was performed and a normally developed baby 
delivered. From within the uterus the perforation 
could not be identified. Again recovery was unevent- 
ful. This case is cited to show the amount of abuse 
the uterus withstood without aborting. The pre- 
eclamptic toxemia might have developed had none of 
the preceding events taken place.° 

Coitus is suggested as a cause of abortion. It is 
conceivable that psychic shock could so stimulate the 
sympathetic nervous system as to produce uterine 
contractions sufficient to cause abortion. However, 
one should not readily accept such an explanation. 

The infrequent abortions following fatigue, pro- 
found emotion, shock, operations on or injuries to 
remote parts of the body may be induced through 
stimuli conveyed through the central nervous system, 
irritating the uterine center in the lumbar section of 
the spinal cord. 

In concluding the discussion of general and sys- 
temic causes of abortion, I refer again to Berlier and 
Burns :* “Tt should be noted that of the 1,690 gravidae 
examined, 62 per cent (1.051) had no history of osteo- 
pathic lesions during pregnancy. Of these less than 9 
per cent (only 91) had a history of abortion. A little 
more than 37 per cent suffered from lesions during 
pregnancy and of these over 24 per cent (155) aborted. 

“Again it is interesting to note that of these 1,690 
gravidae, 14.5 per cent (246) aborted. Of the women 
who aborted, 63 per cent (155) were lesioned, while 
37 per cent (91) had no history of lesion. 

“These comparisons seem to indicate that the 
osteopathic spinal lesions, especially of the lower 
thoracic or upper lumbar, should be included among 
the causes of abortion. Further study of a larger 
number of case reports is needed.” 

B. Primary local conditions such as pathologic 
changes in the ovular bed and anomalous uterine de- 
velopment generally induce sterility, and are causative 
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of abortion only infrequently. Deformities of the birth 
canal, fortunately rare, have their origin in the lack 
of fusion of the two mullerian ducts in the embryo. 
All degrees of lack of fusion have been recorded, from 
two complete, single and distinct, parturient canals, 
with two vulvas, to a simple indentation in the top 
of the middle of the uterus (uterus arcuatus). In 
a patient with a uterus bicornis pregnancy may occur 
simultaneously in both horns or in only one horn. The 
horn not involved develops a decidua resembling that 
of the normal uterus during ectopic pregnancy. This 
decidua may be cast off, resembling an abortion and 
subsequent curettage, likely to involve the pregnant 
horn, destroys a living fetus. There are cases of men- 
struation from the empty horn during such pregnancy. 
Generally over 50 per cent of such pregnancies end 
in abortion. In the remainder complications generally 
develop during labor. 

The most ordinary mechanical disorder in preg- 
nancy is uterine retroposition which causes abortion 
only if the uterus becomes imprisoned in or below the 
sacral hollow. Abdominal adhesions limiting the ex- 
cursion of the corpora may cause the uterus to empty 
itself, due to circulatory stasis. 

Uterine tumors may cause trouble in any stage of 
pregnancy. Obviously the course of pregnancy com- 
plicated by uterine tumors is influenced by the size 
and location of the neoplasm. Women with myomas, 
particularly submucous, are frequently sterile, but in 
the event of pregnancy, abortion is likely; the inter- 
stitial and subserous tumors, unless very large and near 
the cervix, have less influence. Any tumor, if very 
large or incarcerated in the pelvis, may interfere with 
the growth of the uterus and cause abortion. Generally 
the small subserous fibroids do not affect pregnancy 
at all. 


Ovarian tumors, more rare than fibroids during 
pregnancy, generally do not have a bad effect upon 
gestation. Abortion is common, however, if their size 
and position block the growth of the ovum. 


Cancer of the cervix, a most regrettable condition 
in pregnancy, is fortunately rare as sterility is the 
rule in cancer. When pregnancy does intervene abor- 
tion is frequent because of infection, hemorrhage, and 
restricted growth of the uterus. 

Secondary local conditions, such as unrepaired 
deep cervical lacerations and extensive cervical ampu- 
tations, leaving the cervix a mere shell, are conducive 
to abortions. In our experience, cervical amputations, 
using the excellent Sturmdorf technic, have in no 
way embarrassed subsequent pregnancies, although 
Isbor is generally much shortened. 

Local inflammation of the vulva, vulvar glands, 
and vagina, whether caused by mycotic infection, 
trichomoniasis, or other nonspecific factors, even if 
untreated, rarely is responsible for anything more than 
a great deal of distress to the patient. Acute as well 
as chronic gonorrheal infection may invade the uterine 
decidua and produce abortion but generally the in- 
fection remains latent until after delivery. 


3. Fetal Factors——Probably the only fetal cause 
of abortion is anomalous or defective development of 
the ovum. Wharton® states that the commonest cause 
of spontaneous abortion is some malformation of the 
ovum. Where the responsibility for such defect rests 
is not always known. If fertilization occurs from de- 
fective spermatozoa—and recent studies have proved 
they exhibit many malformations—the products may 
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be defective also. Unfertilized human ova are rarely 
seen but it is known that defective ova from animals 
have been identified and it is probable that human 
ova may share the same blight. Hertig and Edmonds’ 
state that the study of a number of cases showed that 
there was pathology of the fetus in 90 per cent of 
spontaneous abortions. 


4. Placental Factors.—Placental causes, with few 
exceptions, are traced to maternal conditions such as 
infection, trauma, or those which interfere with placen- 
tal adherence or development. Factors leading to fetal 
death are extensive infarction, velamentous insertion 
of the cord, premature separation, placenta praevia, 
low implantation, hypertrophic endarteritis, and lack 
of placental development, in its entirety or in part. 

In every spontaneous abortion, the cause must be 
sought and treatment planned to prevent its recurrence. 
As such study is often detailed and time consuming, 
emergency care must be given at the first symptom. 
The immediate problem is to determine if the abor- 
tion is imminent or inevitable, which is sometimes dif- 
ficult. Passage of tissues from the uterus is commonly 
assumed to mean that continuation of pregnancy is 
no longer possible and therefore curettage is often 
performed. R. L. Haas* presented three patients who 
were threatened with abortion as indicated by uterine 
bleeding and passage of tissue. However, the tissue 
proved to be decidua and all three pregnancies prog- 
ressed to term with delivery of normal infants. 

Termination is inevitable if one or more of the 
following conditions are present: persistent uterine 
contractions after morphine ; effacement of the cervix 
and dilation of 2 or more centimeters; bleeding for 
more than 1 week; rupture of the membranes, and 
signs of fetal death. Such signs and symptoms are 
valuable but the Guterman® pregnandiol test, which 
requires only 2 hours to perform, is distinctly helpful 
in determining which cases of threatened abortion will 
end in disaster and which pregnancies will continue 
to term. Guterman was able to predict accurately the 
outcome in 92 per cent of 75 cases. He found that 
in threatened abortion, not due to mechanical factors, 
the ‘continuing excretion of pregnandiol indicates that 
the pregnancy will be retained.. If pregnandiol is not 
excreted or if its excretion diminishes during ob- 
servation, abortion is inevitable. Information supplied 
by the pregnandiol color reaction therefore can obviate 
unnecessary therapy or anxiety when the gestation 
has failed or hormonal excretion is normal. 

If abortion is threatening, but none of the signs 
or symptoms indicating that it is inevitable are present 
and if pregnandiol continues to be excreted, immediate 
treatment should be instituted. In the light of our 
present knowledge, therapy consists of absolute rest, 
morphine for cramplike pains or for contractions, 
injections of the corpus luteum hormone, administra- 
tion of vitamin E, supplemented with vitamins C and 
K, and thyroid, if indicated. 

According to Cyclopedia of Medicine'’® “Spon- 
taneous abortions are said to occur in the ratio of one 
to every six confinements. Hudson and Rucker in 
1,000 consecutive pregnancies found 94 spontaneous 
and 68 threatened abortions. Treatment with bed rest 
and progesterone was followed by recovery in 43 per 
cent of the cases. Falls and intercurrent infections 
were of no etiologic consequence in this series. Pelvic 
inflammatory disease was encountered only three 
times, but two of these patients aborted. One of the 
four patients with uterine fibroids aborted. Two of 
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eight diabetic patients abortéd spontaneously. Three 
patients who were treated successfully had deformed 
babies (one microcephalus and two spina bifidas).” 
Hence, too long and too persistent treatment to thwart 
nature’s efforts to end what may be an abnormal preg- 
nancy is not wise. 


Habitual abortion has been designated as such by 
Ingram™* after only one unsuccessful pregnancy. 
Usually, the habitual aborter is not recognized until 
after two or three such spontaneous occurrences. Ac- 
cording to Ingram competent students differ in their 
pronouncements of etiology: Mall feels that all of them 
are due to faulty implantation ; Meyer is of the opinion 
that the cause lies in an abnormality of the germ cells, 
either ova or sperm; while Corner advances the pos- 
sibility of chemical lesions proceeding from altered 
secretions without visible cytologic changes. 

Immediate treatment is the same as outlined for 
spontaneous abortion. The application of such meas- 
ures is expedient and may protect the pregnancy while 
a search is being made for the cause. Painstaking in- 
vestigation of both husband and wife must be under- 
taken and possible etiologic conditions corrected. Any 
chronic disease, whether infectious or visceral in origin 
in either partner, should be actively treated. Any dis- 
eased condition of the mother persisting into preg- 
nancy or discovered after conception must be as ardent- 
ly treated as in the nonpregnant patient. 

If the abortions occur early, usually some local 
cause will be found in the wife. If in the later months, 
syphilis, toxemia, hypothyroidism, infantile uterus, con- 
stitutional diseases, and avitaminosis are likely to be 
causative.’* If the patient will present herself suf- 
ficiently early, the ideal treatment is so timed as to 
be preconceptional, or at least to start after the first 
missed period. The physician making frantic efforts 
to save a pregnancy already showing signs of aborting 
is confronted with anxiety and haste as he treats the 
uneasy, worried patient. It is far more desirable to be 
able to prescribe proper nutrition, rest and recreation, 
and ovarian hormones in advance of pregnancy. 


After pregnancy is diagnosed the active part of 
the treatment is the administration of estrogen in com- 
bination with progesterone two or three times weekly 
until the period of viability or later. Success has been 
reported with the mixed tocopherols and oral pro- 
gesterone. It must be noted that treatment is for the 
particular pregnancy and probably will have no ben- 
eficial effects upon future pregnancies. 

In the present voluminous literature on the Rh 
factor, there is little definite information concerning 
the role of Rh blood incompatibility in abortions. 
Hunt'* is of the opinion that possibly the Rh factor 
has been overemphasized as a cause of abortion and 
miscarriage. However, there is a high incidence of 
fetal mishaps, some early, in the pregnancies of Rh- 
negative mothers. All pregnant patients should be Rh 
tested and all those found to be Rh-negative should 
be questioned regarding previous blood transfusions or 
even blood injections. 
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The treatment of missed, or incomplete, abortion 
depends upon the condition of the patient. When an 
aborting uterus becomes infected, it is generally the 
result of criminal interference. The patient herself 
may have forced fluids, objects, or instruments into 
the cervix. DeLee and Greenhill’* state that it is not 
a dangerous procedure to leave a uterus full of in- 
fected ovular remains to the powers of nature. Usually 
after several days of absolute bed rest, good nutrition, 
liquids, and fresh air, the temperature becomes lower 
and the patient shows improvement. Ordinarily the 
uterus empties itself in a few days. If necessary to 
evacuate it, curettage, packing, or both, may be used. 
The sulfonamides and penicillin have recently saved 
the lives of many women with septic abortions. 


CONCLUSIONS 

Abortions—therapeutic, spontaneous, habitual, or 
criminal—present many involved problems. With the 
present-day advancement of the healing art, the per- 
centage of therapeutic abortions to deliveries is grow- 
ing consistently smaller, particularly in hospitals where 
good obstetrics is practiced. 

Generally, the reports from obstetricians now in- 
dicate an increased number of infants born of mothers 
who have histories of spontaneous and habitual abor- 
tion. Fortunately, we are now able to offer almost 
specific treatment to these women who are most 
anxious for successful pregnancies. 

The criminal abortionist, who is ever present and 
exists as an evil, presents a challenge to whatever 
means we have of awakening people to this health 
and social menace. Recently some widely read lay 
magazines have carried excellent and informative 
articles about the dangers of such induced abortions. 
This action is most commendable, and it is hoped that 
this subject may gain equal publicity with that of 
syphilis, and with as excellent results. 

2012 E. 40th St. 
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The incidence of congenital absence of the vagina is not 
known, but the increasing number of cases of the condition that 
are being reported causes one to believe that the incidence is 
much higher than was originally considered. The anomaly was 
first described in 1572 by Realdus Columbus. Engstadt esti- 
mated that vaginal aplasia occurred once in 5,000 births, but 
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Owens reported that only 6 instances of the condition were 
encountered in more than 500,000 admissions of women to the 
Charity Hospital in New Orleans, where a fourth of the 
women admitted were obstetric or gynecologic patients.—Virgil 
S. Counseller, M.D., Journal of the American Medical Asso- 
ciation, March 27, 1948. 
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Outstanding among the hazards of labor is breech 
presentation. Its dangers both to mother and child have 
been given serious attention in recent years. One very 
good surgeon in my community delivers most of his 
patients with breech presentation by cesarean section 
because of his disappointing experiences with the de- 
livery by the vaginal route. 

INCIDENCE 

The incidence of breech deliveries is estimated by 
various authors at from 2 to 6 per cent.’ Pinard* 
found 3.3 per cent in 100,000 cases. The percentage 
would be reduced somewhat if only full-term labors 
were considered. Schroeder’s® percentages were about 
the same with a larger number of cases. 


ETIOLOGY 


The force of gravity alone would not produce a 
vertex presentation. If a fetus is floated in amniotic 
fluid, the buttocks drop lower than the head. The reason 
vertex presentations are prevalent, then, must be that 
the fetal ovoid adapts itself more readily to that rela- 
tion. Something which changes that condition must be 
the cause of breech presentations, A study of statistics 
does not reveal any cause other than prematurity.’ In 
the early months of fetal life the head and shoulders 
make the larger end of the fetal ovoid and, therefore it 
seeks the fundus for its greater roominess. Later the 
lower extremities are making stronger movements of 
a wider range and they seek the fundus for freedom 
of motion. This is the probable explanation of more 
breech presentations in the earlier months and more 
cephalic presentations at term. Also the smaller fetus 
can more easily change its position and will be found 
in one relation one time and another relation at another. 
Such causes of obstruction- as contracted pelves are 
hardly mentioned in statistical surveys. 


MORTALITY AND MORBIDITY 


Maternal.—Maternal mortality figures are little 
affected by breech presentations." Maternal morbidity 
is influenced by the increase in severe perineal injuries. 
These injuries can be reduced considerably by episi- 
otomies or perineotomies judiciously adapted to give 
the operator adequate working space and to relieve the 
resistance of the pelvic floor to the advance of the fetal 
head. 

Fetal—Figures on fetal mortality? vary consider- 
ably, partly because of two factors which play an 
important part. Deaths predominate in babies present- 
ing two extremes—prematurity and greater than usual 
size. Opinions differ regarding what constitutes a pre- 
mature baby or a large baby. Lack of unanimity regard- 
ing these and several other factors causes a variation 
in statistics. 

DeLee and Greenhill® place the infant mortality in 
breech presentations at 6 to 10 per cent. Stander’ states 
that uncorrected. figures, including premature, full- 
term, and neonatal deaths, run from 10 to 33 per cent. 
He avotes Goethals’ figures for full-term babies, not 
including deaths caused by accidents of labor, such as 
abnormalities of the placenta or cord, as 6.9 per cent. 
Most other figures are in close agreement. Prematurity 
accounts for a high percentage of breech cases, and, as 


would be expected, adds considerably to the mortality. 
Several authors call attention to the higher death rate 
for larger babies. Mohler* reports a mortality of 50 
per cent for babies 8 pounds or over among primipare 
and 26.1 per cent among multipare. 


In a paper on his experience and that of his asso- 
ciates with breech cases at St. Louis Maternity Hos- 
pital, Soule’ gives an interesting sidelight. There it was 
found that two-thirds of the deaths in breech deliveries 
were among multiparae. The only reason for this re- 
versal of the expected ratio was that the percentage of 


‘babies over 3200 grams in weight was greater among 


the multipare. 


In general, the statement may be made that the 
mortality rate for breech presentations is over twice 
that for vertex presentations. This presents a problem 
which warrants careful study and justifies any sound 
procedure which will lower morbidity and mortality 
rates. I have found external cephalic version to be such 
an addition to our armamentarium. 


CEPHALIC VERSION 


Internal cephalic version was the first method of 
version to be used and was practiced even in ancient 
times. It was gradually replaced by podalic version 
when that procedure was popularized by Paré.'° In 
1807 Wigand" found external cephalic version to be 
easily accomplished, and it-soon came into general use. 
Since the publications of Hubert'® and Pinard'® the 
procedure has become well-recognized in certain condi- 
tions. 

Many different opinions are expressed concerning 
the external cephalic version in breech presentations. 
Some authorities advise this procedure before the baby 
is too large to turn readily. Others feel that it is a 
dangerous procedure. While visiting at the University 
of California Hospital, I was invited to attend a lecture 
given a class in obstetrics and heard the lecturer state 
that there wag sufficient danger in the external version 
that it was best never to attempt it. 

Davis'* describes external cephalic version as 
sometimes easy, but sometimes difficult in primiparae, 
in fleshy women, or in hydramnion. He claims it is 
dangerous if the cord is short or around the neck and 
“may create new cord entanglements or disturb those 
which already exist.” He also mentions the possibility 
of partial or complete separation of the placenta. He 
then cites the collective review of nine authors showing 
that in 1105 cases, version was successful in 1033, or 
90 per cent. Among these cases there were no maternal 
complications except two cases of slight vaginal bleed- 
ing of no consequence. There was no mention of fetal 
death, premature labor, or ruptured membranes directly 
attributed to external version. He says most authors 
give 36 weeks as the best time for version, and that 
pads and binders are of doubtful value. 

Kerr'® mentions the possibility of separation of 
the placenta, if too much force is used, and the dange1 
of prolapse of the cord. He advises locating the position 
of the placenta before attempting version, and calls i! 
an “accepted form of treatment” when the breech 
presentation is diagnosed by the thirty-fourth to thirty- 
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sixth weeks. He continues that in early version mal- 
presentation is more likely to recur, but once version is 
successfully accomplished, it is easier to repeat. He 
mentions that an assistant is often needed, recommends 
pads and a binder, and suggests the value of an 
anesthetic. 

Dieckmann? says, “External cephalic version in all 
cases, and elective cesarean section in primiparous pa- 
tients at term where version fails, have been suggested 
procedures to decrease the mortality.” 

Stander*? says, “External cephalic. version can be 
accomplished only under the following conditions: (1) 
The presenting part must not be deeply engaged; (2) 
the abdominal wall must be sufficiently thin to admit 
of accurate palpation; (3) the abdominal and uterine 
walls must not be too irritable; (4) the uterus must 
contain a sufficient quantity of liquor amnii to permit 
the easy movement of the child. Given these essentials, 
it should always be attempted. We have employed it 
with great satisfaction in hundreds of patients and in 
no way share the apprehension of many writers that it 
may give rise to twisting or to loops of the cord about 
the fetus or even lead to premature separation of the 
placenta. We believe that its only drawback consists in 
the fact that after the accomplishment of external 
version, the child tends to return to its original position, 
unless the head promply becomes engaged. Many 
authorities claim that this can be prevented by holding 
the child in place by an especially contrived abdominal 
binder which exerts pressure in the same directions as 
those used by the operator when he performed the 
external version. In our experience such devices are 
often useless.” 

Ryder*® attempted version in 214 cases, and was 
successful in 198 or 92.5 per cent. Among those rotated 
there were no deaths from dystocia. The only deaths 
were one from accidental hemorrhage 8 weeks after 
version was performed, and one from premature 
birth 7 weeks after version. 

DeLee and Greenhill® advise version as soon as a 
breech presentation is discovered, and say it is suc- 
cessful in 50 per cent of cases, recurs in 25 per cent, 
and that if not turned, 20 per cent will turn spon- 
taneously. They state that during labor in a primiparae 
with breech presentation, either with or without con- 
tracted pelvis, it is desirable, but seldom possible, to 
bring the head down. They note also that cephalic 
version may be done so as to allow a test of labor. They 
do not consider that a contracted pelvis cancels the 
indication for version if laporotrachelotomy is to follow 
a test of labor. 

Stander’® says external cephalic version may be 
used early in labor, but is rarely successful after the 
cervix is dilated, and should not be attempted if the 
membranes are ruptured or the presenting part is deep 
in the pelvis. He says the procedure is useless if dis- 
proportion exists, for a more radical procedure will be 
required eventually. 

Dieckmann’ says, “A cephalic position is of para- 
mount importance when a test of labor is planned in 
borderline pelvis.” 

The claim is made that external version increases 
the risk of prematurity. Ryder* and others claim 
version decreases the risk. In a report on a series of 
1700 consecutive cases, Ryder found that among the 
198 babies that were rotated, only 4 per cent were born 
prematurely, while among the viable babies on whom 
no version had been performed, 6 per cent were born 
prematurely. Since the percentage of premature infants 


EXTERNAL CEPHALIC VERSION—TUTTLE 


(19) 
595 


is still greater among unturned breech presentations’ 
than among vertex presentations, he argues that ver- 
sion lessens the danger of prematurity. Bourne and 
Williams'* think both claims may be right. They write 
that White and Fleu found that premature labor 
occurred in 8 out of 40 cases in which version was 
performed under anesthesia after the thirty-seventh 
week. Cases in which version was performed early 
showed no increase in prematurity whether an anes- 
thetic was used or not. 

Guyer and Heaton" report that it is the policy at 
Bellevue Service to perform versions without anesthetic 
at 36 weeks. If the baby is not turned easily, further 
manipulation is deferred. 

Dieckmann* would perform external version in 
breech cases at 32 weeks, and repeat weekly if the 
breech presentation recurs. 

Bourne and Williams'* write that versions should 
be performed from the thirty-second to thirty-fourth 
weeks. They state that until recently it had been cus- 
tomary to wait until the thirty-sixth week to turn a 
single (frank) breech presentation, since up to that 
time spontaneous rotation was usual. Now they believe 
that it should be turned at least by the thirty-fourth 
week, since it is difficult to rotate at best, and post- 
ponement will increase the difficulty. 

These authors stress the need for gentleness in 
performing version, whether or not an anesthetic is 
used, They defend the use of an anesthetic, if version 
cannot be accomplished without it, by saying that an 
anesthetic is given to lessen violence rather than in- 
crease it. 

TECHNIC 

DeLee and Greenhill® says that in performing 
external cephalic version, the operator should first 
locate the placenta and count the fetal heart beats. A 
bulging area that can be seen, a spongy area that can 
be felt, or the uterine souffle that can be heard with 
the stethoscope may show the position of the placenta. 
The patient should be placed in a moderate Trendelen- 
burg position. After the fetus is turned it should be 
held in position for 5 minutes. The fetal heart should 
be listened to at each step. 

E. T. Gaddy*® states, “I have developed a simple 
method of external version which does not injure the 
fetus. About a week before the patient is due, I have 
the patient get in the knee-chest position. That takes the 
weight of the baby off the backbone and the pelvis. 
Then the physician can readily put one hand on the 
head and one on the pelvis of the fetus and make an 
external version in a very simple manner, and then 
when the patient arises the baby will stay in that 
position.” 

In my series of 419 consecutive deliveries, there 
have been 56 breech presentations, which is 13.5 per 
cent of the total. Two of these cases were in twin 
pregnancies and in 1 case I was called to the hospital 
to deliver a patient I had not seen before, because her 
own physician was out of town. These 3 cases I have 
not included in my statistics. 

I have made it a practice to attempt version as 
soon as a breech presentation was diagnosed. The total 
number attempted was 45, and 40 or 89 per cent, were 
successfully turned and delivered as head presentations. 
In no case has there been any reason to feel that any 
bad effects resulted. The average number of both pre- 
cipitate and slow deliveries has occurred. The number 
of cases with reduced, average, or increased pelvic 
measurements has been in normal proportion. In 5 
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cases in which version was attempted I was unsuccess- 
ful. In 1 of these the fetus turned readily with the first 
attempt at 6 months. The patient failed to return for 
over a month, when it was found that the breech 
presentation had recurred. I was unable to perform 
version then or on several following attempts. The 
infant was delivered as a single breech presentation. 
Sixty per cent of the cases in which version was un- 
successful were patients whom I did not see until 
within 2 weeks or less of full term. The only baby 
lost in this series was one of a mother first seen 2 
weeks before labor was induced. The baby weighed 10 
pounds and much difficulty was experienced in deliver- 
ing the head. 

Eight cases came to labor with breech presenta- 
tions which were not diagnosed as such until that time. 
All had been examined before and been diagnosed as 
head presentations. In all these cases I felt certain I 
was correct in my diagnosis. In one case x-rays were 
made a few days after external cephalic version was 
performed and showed the head presenting. Two weeks 
later the breech presentation had recurred. This ex- 
amination was made 2 weeks before full term. Version 
was again performed and the baby was delivered as a 
head presentation. My experience with these cases 
makes me feel that the physician should be very careful 
to diagnose the position accurately each time he sees 
a patient. This precaution will not only guard against 
patients going into labor with breech presentations, but 
will also give more accurate information on the number 
of cases in which a cephalic presentation changes to a 
breech presentation. 

Bourne and Williams'* emphasize the need of a 
careful diagnosis of a breech presentation at 32 weeks. 
tefore that time the presentation is too variable to 
require study. The type of breech presentation is still 
more important, for extended legs splint the body and 
make the delivery much more difficult. 

Dieckmann’ found that the percentage of single 
breech presentations among stillbirths and neonatal 
deaths was 84 for full-term infants and 70 for pre- 
mature infants. 

Sourne and Williams*'® feel that by careful exami- 
nation of the patient, an accurate diagnosis of a single 
breech presentation can usually be made. The important 
points to consider are: (1) A single breech is well 
engaged weeks before due. (2) The fetal heart is low. 
The full breech presentation is the one in which at 36 
weeks the fetal heart is above the umbilicus. (3) The 
fundus is low for the duration of gestation. (4) Free 
ballottement of the head is lost, for the head as well 
as the body is splinted by the extended legs. Sometimes 
the arms are also extended, which splints the head still 
more. (5) The splinting of the body causes a “mili- 
tary” attitude, which can often be recognized. They 
feel that too free use of x-ray examination is a con- 
fession of incompetence, but admit that the pointed 
single breech in the brim of the pelvis and the splinted 
head sometimes make a single breech presentation hard 
to tell from a vertex presentation. In doubtful cases 
they advise x-ray assistance. 

Some authorities claim that where a breech presen- 
tation has been turned the child is very likely to be 
delivered in the posterior occiput or some other difficult 
position. My experience does not bear this out. In all 
the cases in which I have performed version, deliveries 
were very normal. 

I have felt that it was decidedly best to diagnose a 
breech presentation and turn the fetus as early in 
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pregnancy as possible. When version occurs early, the 
malposition is more likely to recur. However, after 
version is once performed it can be repeated more 
readily; therefore, some versions performed early, 
which require repeating, might have been impossible 
to perform if the first attempt had been made later. 
A case mentioned previously was of this type. Instead 
of returning in a few days as directed, the patient did 
not return for over a month and it was impossible to 
repeat the version. At the sixth month the version was 
performed easily, and had she returned sooner, it 
almost surely could have been repeated. 

Of the 11 cases first rotated in the sixth month, 
5 required one rotation, 4 required two, and 2 required 
three. Of 17 cases first rotated in the seventh month, 10 
required only one rotation, 4 required two, and 2 re- 
quired three. Of 12 cases first rotated in the eighth 
month, 9 required one rotation and 3 required two. Oi 
course, the later rotation was first attempted, the less 
time was available in which repeated attempts could be 
made. 


NUMBER OF VERSIONS REQUIRED TABULATED 
ACCORDING TO MONTH FIRST ROTATED 


Month First Rotated 


No. of Sixth Seventh Eighth 
times 
rotated 
Per Per Per 
No Cent No. Cent No. Cent 
~ 4 5 45 10 59 9 75 
2 | 36 4 24 3 25 
| 12 
Totals 11 | 17 12 


Dividing these cases into age groups does not show 
anything especially instructive. Sixteen were from 17 
to 20 years of age, 15 from 21 to 24, 8 from 25 to 28, 
8 from 29 to 32, 4 from 33 to 36, and 3 from 37 to 41 
years of age. 

As soon as I can outline the position well enough 
to diagnose a breech presentation I attempt external 
version. Unless the abdominal wall is very thick, the 
diagnosis can usually be made at the sixth month, and 
version at this time is easily accomplished in most 
cases. 

With the patient supine I stand at her left side. 
The entire procedure is accomplished with gentle 
manipulation, which in most cases causes no special 
discomfort to the patient. Occasionally a woman be- 
comes faint with the very lightest palpation of th« 
abdomen. I have had 1 or 2 patients who became pale 
and slightly nauseated, but I have never seen symptoms 
severe enough to interfere with the procedure. 

The patient should take an enema before coming 
to the office, and the bladder should be emptied immedi- 
ately before the manipulation. Then the fetal hear! 
should be checked and rechecked frequently during the 
procedure. First I gently raise the breech from the 
pelvis. Usually the relation is not changed enough for 
me to feel sure it is being changed at all; then, while 
gently pushing upwards on the breech, I gradually push 
the head across the upper abdomen. It can usually be 
brought quite easily across and downward to about th: 
level of the umbilicus. The fetus should be turned hea 
first but if it will not turn in that direction, attemp' 
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to turn it in the opposite direction. Even if the attempt 
is unsuccessful it may free the fetus so that it can 
more readily be turned head first. After this position is 
reached, I hold what I have gained and wait for some 
movement on the part of the fetus to help in complet- 
ing the procedure. No special force is used, but I do 
vary the direction and amount of pressure somewhat. 
Usually after waiting a short period of time, the fetus 
moves, and the head either drops down toward the 
pelvis or escapes one’s grasp and returns to its former 
position. When the fetus starts to move, its head seems 
to make a movement backward as well as downward. 
Being alert to follow the head with a constant pressure 
assists in completing the maneuver. If the version is 
not successful within the first few minutes, I place the 
patient in the Trendelenburg position with the knees 
well supported so that the hips are flexed enough to 
relax the abdomen. This position aids in releasing the 
breech from the brim of the pelvis. 


Usually the head does not fit firmly.into place in 
the brim of the pelvis at the time a version is per- 
formed. The patient should remain quiet for 10 minutes 
to allow the head to set as much as possible. I have the 
patient return in a few days and repeat the version at 
that time if necessary. If the presentation is still 


cephalic, I have the patient return in 1 week. If every- 
thing is satisfactory at that visit the patient is not 


EXTERNAL CEPHALIC VERSION—TUTTLE 


(21) 
597 


asked to return until the time for her regular examina- 
tion, after 2 or 3 weeks. 

I have not used binders or restrictions of any sort 
to help retain the fetus in the desired position. 1 have 
never used an anesthetic, and feel that the only way one 
can be sure of not using too much force is for the 
patient to be conscious and able to tell her sensations. 

SUMMARY 

1. The incidence of breech deliveries is from 2 to 
6 per cent. 

2. Uncorrected fetal mortality including prema- 
ture, full-term, and neonatal deaths runs from 10 to 
33 per cent in breech deliveries. The mortality, either 
corrected or uncorrected, is at least twice that for 
vertex deliveries. 

3. The mortality is especially high for premature 
infants and for those weighing 8 pounds or more. 

4. External cephalic version is a safe procedure if 
performed gently. It lowers markedly the mortality in 
breech presentations, lessens the number of premature 
deliveries, and allows a more satisfactory test of labor 
in borderline cases. 

5. From the thirty-second to the thirty-fourth 
weeks is the most satisfactory time for version. 

6. A discussion of the technic of external cephalic 
version has been presented. 


1806 18th St. 
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BIRTH RATE REMAINS HIGH 


The birth rate during the first 4 months of 1948 continued 
at a high level according to figures released by Oscar R. 
Ewing, Administrator, Federal Security Agency. Estimates 
for the continental United States prepared by the National 
Office of Vital Statistics of the Public Health Service indicate 
a birth rate (computed on an annual basis) for the first 4 
months of 1948 of 23.7 per 1,000 population including the 
armed forces overseas. With the exception of 1947, the esti- 
mated rate for the first 4 months of 1948 is higher than the 
rate recorded for the comparable period of any year since 
1921. The estimated rate for the period January-April 1947 


was 268. The rates for each of the first 4 months of 1947 
were the highest for the year, although they showed a decline 
from the peak rates recorded in the latter months of 1946. 
During the remainder of 1947, the monthly rates were at a 
high, fairly stable level. The estimated rates for the first 4 
months of 1948 were slightly below those for the latter months 
of 1947. 

A total of 1,149,000 live births are estimated to have been 
registered in the United States in the period 'anuary-April 
1948, or 121,000 less than the 1,270,000 recorded in the first 
4 months of 1947, 


— 
. 


Cervical Lacerations 


Journal A.O.A. 
Vol. 47, No. 11 


ROY G. BUBECK, JR., D.O. 


This paper is written in the hope that it may, in 
some measure, add to the recent increasing interest in 
protective care of the cervix uteri during labor and de- 
livery and that it may lend some encouragement to 
those general practitioners who are recognizing this re- 
sponsibility and are to assume an ever increasing 
responsibility not only in prophylactic but also in active 
treatment of cervical lacerations as they occur. 

Cervical lacerations have been grossly neglected, 
overlooked, and mismanaged in a large majority of 
cases. The reason for this negligence is not entirely 
the fault of the average doctor. In the past the large 
majority of deliveries took place in the home where 
inadequacies of equipment, nursing care, and as- 
sistance are to be found. Unfortunately these condi- 
tions still exist. Also many patients are delivered in 
maternity homes, or in small general hospitals which 
are lacking in trained assistants and equipment. Fur- 
thermore, the larger general hospital, in which proper 
and adequate obstetrical facilities are lacking and in 
which segregation of maternity space is not absolutely 
observed, cannot provide safe care for parturient 
women. It is truly a minority of women who are de- 
livered under ideal obstetrical conditions. 

For the past 50 years in obstetric history, too little 
has been written or said in- regard to the manifesta- 
tions, diagnosis, prognosis, and treatment of cervical 
lacerations. Increasingly more references are made to 
such cases in textbooks where they gain mention as to 
their incidence and surgical treatment at the time of 
the laceration or to relieve the pathology which has 
resulted in later life. Cervical lacerations are present 
in a large majority of multiparous women. This finding 
bears out the significance of childbirth with its associat- 
ed trauma. 

Histologically, the cervix is composed of involun- 
tary muscle tissue. Physiologically, the dilation of the 
cervix, together with the effacement mechanism, de-" 


pends primarily upon the ability of these fibers to - 


perform properly their function of support and _ pro- 
tection, and at the same time to provide dilation by 
their inherent elasticity. 

In the normal advance of the head, in cephalic 
presentation, the cervical opening into the vagina is 
gradually stretched and thinned out to allow passage 
of the fetal head. The physiological size of the opening 
depends upon accommodation afforded by the elastic 
tissue. When the limit is reached, and the presenting 
part requires a larger diameter, the tissue of the cervix 
gives way to the force of the uterine musculature 
behind the object being expelled—the fetus. The break 
in the continuity occurs in the weakest point of the 
structure, this apparently being in the lateral aspects 
of the cervix in a large majority of cases. The extent 
of the rupture depends upon the size of the head, the 
driving force behind the head, and the congenital or 
acquired weakness of the tissue itself. 

The causes of cervical laceration are three in num- 
ber. They are (1) surgical intervention, as in instru- 
mental dilatation and curettage which is used in various 
therapeutic measures and in uterine evacuation, (2) 
external trauma through violence or accidental means, 
and (3) the one which we are concerned in this paper 
—childbirth trauma. This last is the chief cause. 


Grand Rapids, Mich. 


The importance of childbirth trauma is well em- 
phasized by the significant statement of Novak’ who 
says, “In no field are the precancerous lesions more 
interestingly illustrated than in the cervix. Here is 
encountered one of the most common types of cancer, 
and here, chiefly as a result of childbirth trauma, is 
found an unusual incidence of chronic irritative lesions, 
in a part of the uterus which is readily accessible to 
both diagnostic and therapeutic procedures.” This last 
clause reminds us emphatically of the accessibility of 
the cervix immediately postpartum for the indicated 
evaluation which is urged in this paper. 

Traumas of childbirth may be due to pathological, 
medical, instrumental, and manual factors. 

Pathological Factors——Under this first factor 
should be included various types of cervical abnormali- 
ties caused by the following: Previous or current infec- 
tion due to syphilis or gonorrhea and resulting in in- 
duration of the tissue, excessive scar formation due 
to previous laceration or irritation, malignancies of any 
type or state of development, histological rigidity due 
to a natural increase in the amount of connective 
tissue, congenital weakness and underdevelopment, sen- 
ility of tissue as noted in the middle-aged primipara. 

Premature rupture of the membranes in normal 
labor may also be considered as a pathological factor. 
Still other factors in this classification include abnor- 
mality of position of the. fetus, any abnormal develop- 
ment of the fetus itself, or abnormal presentations. 
Abnormal developments of the second stage of labor 
such as a too rapid descent of the head in precipitate 
labor is also quite a common pathological cause. 

Medical Factors.—Stimuli for the induction of 
labor or to accelerate the progress of labor itself, such 
as pituitrin, quinine sulfate, magnesium sulfate or other 
oxytocics, may result in various degrees of laceration. 

Instrumental Factors —Instrumentation, as in the 
application of forceps before complete dilation of the 
cervix is obtained, application of Kielland forceps for 
instrumental rotation of posterior occiput presentation 
of the head in incompletely or even completely dilated 
cervices, and im the improper application of Piper 
forceps to the aftercoming head in breech deliveries, 
may result in severe cervical laceration. A more rare 
cause may be the rapid removal of a Vorhees bag 
which is used in the artificial dilation of the cervix. 

Manual Factors.—This type of trauma includes 
the cases in which the accoucheur himself, through 
attempts to dilate a cervix manually, damages that 
structure. In manual rotation of posterior occiput 
presentations, lacerations may occur. They may occur 
also in attempts at internal podalic versions and in 
Braxton Hicks versions. Attempts to express the 
baby, through an almost dilated cervix by extreme 
pressure on the abdominal wall, directed towards the 
outlet of the pelvis, may also cause laceration. Such 
heroic measures as are undertaken to replace a pro- 
lansed cord, for instance, are commonly fraught with 
danger of damage to maternal tissue, especially the 
cervix, 

The various types of cervical lacerations depend 
somewhat upon the mechanism involved and upon 
labor management. The most common type, being the 
unilateral, is located most often on the left side be- 
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cause of the frequent left occipito-anterior position. 
Both lateral aspects of the cervix may be involved be- 
cause of the congenital weakness of those portions. In 
posterior occiput presentations a common site of lacer- 
ation is in the posterior midline. Other types include 
anterior, stellate, diagonal, and annular lacerations The 
latter type results from the impingement of the anterior 
lip against the pubic arch by a long difficult labor until 
marked edema occurs. This may result in necrosis and 
possibly separation of the necrotic anterior lip. 

Two other types were discussed by DeLee? many 
years ago. The first type described is a separation of 
the connective and muscular tissue of the cervix be- 
neath the mucous membrane, leaving the mucous mem- 
brane intact. This type is not easily diagnosed. The 
second type is one in which the cervix becomes edema- 
tous and enlarged. In this, the internal mucous mem- 
brane is loosened from its base, radiating up through 
the internal os, resulting in an incomplete tear. This 
lesion is recognized only by the patulousness of the 
external os. 

Vaux* has defined lacerations in another manner. 
First degree tears involve the cervical mucous mem- 
brane and a small amount of the endometrium ; second 
degree involves the cervical canal up to the internal os ; 
and third degree extends through the internal os into 
the fornices of the pelvis and on up into the lower 
portion of the broad ligament. 

The most positive immediate symptom of lacer- 
ation of the cervix is hemorrhage. Usually no pain is 
present unless the broad ligament is involved. If the 
continuity of the circular artery of the cervix has been 
broken, profuse or even fatal hemorrhage may result. 
However, in many cases even slight hemorrhage is not 
present. Thus one may conclude from this, and from 
other available records, that whereas hemorrhage is 
an important symptom for diagnosis, the absence of 
such hemorrhage is not conclusive evidence that no 
laceration is present. It should be remembered that 
cervical tears in the patient with placenta praevia may 
bleed profusely because of the proximity of large 
vessels and the erosive character of the placental site. 

As stated previously, the most convincing mani- 
festation of laceration is hemorrhage. However, since 
hemorrhage does not occur in many cases, diagnosis 
must be based upon palpation and inspection, especially 
the latter. 

DeLee* has said that the entire cervix should be 
carefully inspected except after delivery in the home 
or where strict aseptic technic has not been carried out. 
He also stated that in all cases of mechanical or in- 
strumental deliveries, or any in which a_ pathological 
process is present at the time of delivery, cervices 
should be examined. 

Stander® differs, however, concerning the ad- 
visability (except in the presence of extreme hemor- 
rhage) of exploring the cervical area after normal 
labor because such an examination increases the pos- 
sibility of infection. He mentions the tendency of 
beginners to close the os too tight and cautions against 
“too great a regard for appearances and attempting 
to give the cervix too normal a look.” 

I am convinced that a careful inspection of the 
cervix should be made at the time of delivery, in all 
cases of suspected cervical travma, with or without 
hemorrhage, preferably by one familiar with obstetrical 
technic. First, digital examination should be done: to 
determine possible sites of laceration. Then the an- 
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terior wall of the friable cervix is gently grasped 
with an ovum forceps; this instrument is used instead 
of the cervical tenaculum because it is less traumatiz- 
ing. By using guarded pressure on the uterus through 
the abdominal wall with one hand, and traction on the 
ovum forceps attached to the cervix with the other 
hand, the entire cervical area will usually be exposed. 
Additional ovum forceps may be applied on the lateral 
aspects of the cervix to aid complete examination. 
Vaginal retractors, held by an assistant are regarded 
as necessary. Three Jackson type retractors work most 
satisfactorily. 

If lacerations are greater than 1 cm. in extent, 
immediate repairs should be carried out. To do this, 
the obstetrician needs good light, proper exposure with 
the necessary instruments, sufficient assistance, good 
anesthesia, and, especially important, aseptic surround- 
ings. No attempt should be made by anyone to repair 
any lacerated cervix unless these provisions are met. 

After proper exposure of the entire lacerated area 
of the cervix, in the manner previously described, su- 
tures should be placed about 1 cm. apart (approximat- 
ing the tissues) and tied without strangulating effect. 
The repair should begin at the uppermost angle of the 
laceration (the site of maximum bleeding) and extend 
down to the distal margin. A -cervical os of sufficient 
size is left open. If hemorrhage can be controlled by 
suturing, it is not necessary to pack the uterus with 
gauze. Stitches are the best means of controlling 
bleeding. Sulfathiazole powder should be instilled 
around the margins of the repaired tissue and the pa- 
tient returned to bed for careful observation of tem- 
perature and pulse changes. At the slightest degree 
of rise in temperature, the patient should be placed 
under sulfa and penicillin therapy to control postpar- 
tum infection if possible. Should manifestations of 
infection persist, the stitches should be removed at 
once to lessen dangers of extention into the para- 
metrium. These patients should remain in bed at least 
4 days but may be allowed freedom of movement in 
bed. Irritating enemas should be avoided until at least 
the fourth postpartum day. Therefore, it is important 
to maintain a light or soft diet for the patient during 
this period. The patient should be examined 5 to 6 
weeks after delivery to determine the extent of healing. 

Failure to diagnose cervical lacerations at the time 
of delivery may result in development of secondary 
symptoms. The most important with which we are 
ultimately concerned is infection. Cases in which at 
least a small degree of infection does not occur are 
rare. Goodall and Wiseman® once pointed out that 
the lacerated cervix lies in a pool of lochia and since 
lochia is not sterile after the third day, the lacerated, 
contused, edematous cervix cannot resist the organisms 
and becomes infected. The infection may extend 
into the body of the uterus or even into the tubo- 
ovarian tissue. One of the frequent aftermaths of this 
infective process is a constant leukorrhea which may 
be yellow or green in color and thick or thin in con- 
sistency depending upon the varieties of bacteria 
present. 

Sparse bleeding in succeeding labors, which may 
resemble placenta praevia, may be entirely due to the 
breakdown of previous cicatrical tissue. Lymphatic 
extention into the uterosacral lymphatics may result in 
a thickening of the uterosacral ligaments causing 
annoying low-back pain. 

Further secondary manifestations of lacerations 
may develop years later. These include lower ab- 
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dominal pains, pelvic pain, cervical dystocia, inflamma- 
tory exudate, and displacement of the cervix. . The 
pain is usually distressing, especially during pelvic 
examination and during coitus. If the laceration has 
extended into the lower uterine segment, succeeding 
pregnancies may result in miscarriage due to the forma- 
tion of scar tissue and the fixation of pelvic structures. 
In fact, sterility following pregnancy may be a symp- 
tom of extensive laceration of the cervix. 

Another opinion which has had mention of late 
is the possibility that such complications as arthritis, 
iritis, urticaria, and psychoses have resulted from 
lacerated infected cervices. This, long ago, was 
pointed out by Mayo and Dixon.’ In one of their 
papers they placed the cervix on a par with tonsils 
as a site of infection. Sturmdorf* once went so far as 
to say that “the cervical mucosa could aptly be termed 
the tonsil of the uterus.” Experimental work on arthritis 
has been done by injecting cultures from infected 
lacerated cervices into animals. Definite arthritic 
changes have been observed. Those who have done 
considerable work on arthritis point out that in many 
cases cervical lacerations of varying intensity are found 
and even recommend complete hysterectomy to alle- 
viate arthritic symptoms. 

Langstroth® in a series of 50 mental patients found 
only 2 without cervical involvement. After operations 
for the cervical pathology, such marked improvement 
in mental attitude was noted that he made the state- 
ment that focal infections of the cervical endometrium 
are second to no other as a factor in the cause of sys- 
temic mental and nervous manifestations and diseases. 

Old lacerations and their surgical repair are sur- 
gical problems, and the technic and types of oper- 
ations for them have not been included in this paper. 

From 600 obstetrical cases attended by this writer 
over a period of 7 months at the Detroit Osteopathic 
Hospital, 12 cases of cervical lacerations® have been 
selected as typical in many ways. Of this number 10 
were in primiparae and 2 were in multiparae. 

The cause in 8 of the primiparae was definitely 
precipitate labor. One multipara had had a previous 
extensive laceration which gave way entirely along the 
margin of the old scar tissue. In this case the entire 
cervix was found quite indurated. Two patients in 
whom lacerations accompanied transverse arrest of the 
head were successfully delivered by mid forceps appli- 
cation of McLane forceps. The 2 remvining cases 
were probably the result of manual rotation of posterior 
occiput presentations. 

Of the 12 cases under discussion, 6 were found 
to be bilateral in nature. Five were lacerated along 
the posterior midline. Only one laceration was unilat- 
eral, being located on the left side. These lacerations 
were all exposed and repaired with No. 000 chromic 
catgut sutures on a round needle in the manner de- 
scribed previously. 

Sulfathiazole powder, 5 grams, was sprinkled in 
the posterior vaginal tract in the area of the cervix 
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and no gauze pack was placed in the uterus or vagina. 
Four patients received sulfamerazine prophylactically 
for 3 days postpartum. In the remaining cases no 
sulfa therapy was prescribed. All of the 12 patients 
remained in bed for 4 days, but were allowed freedom 
of motion in bed. In 4 patients retention catheters 
were placed in the urethra to prevent urinary con- 
tamination. 


All patients had an uneventful recovery with no 
elevation in temperature referable to cervical wounds. 
The 12 patients were all discharged in satisfactory 
condition on or before the eighth postpartum day. A 
follow-up study of progress of recovery after dis- 
charge was made and in no instance was any infection 
or residue of infection observed. 


In conclusion, I wish to emphasize that this paper 
offers little new material and to repeat that primarily 
it has been written as an aid to the general practitioner. 
The etiology, symptoms, and resulting pathology have 
been mentioned in the hope that more nearly routine 
recognition of cervical lacerations will contribute some- 
thing to the rationale of immediate cervical repair of 
childbirth injuries of the cervix uteri. 


In the past it was pointed out that grave post- 
partum infection could readily result from a lacerated 
cervix being submerged in contaminated lochia. More 
recently the sulfa drugs and penicillin have mitigated 
but not eradicated that danger. It is best not to tempt 
the efficacy of these drugs. The best treatment, ob- 
viously, is to prevent cervical laceration. Once it has 
occurred, it should be repaired at once. I advise that 
more physicians who attend deliveries, whether ob- 
stetrical specialists or general practitioners, secure the 
necessary facilities for rendering the service set forth 
in this paper and strive zealously to become proficient 
in their indicated uses. 
713 Ashton Bldg. 

74 Ionia St., N. W. 
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We find surgeons divided into two camps, one group 
favoring radical mastectomy in the majority of cases, while 
the second group, in what appears to be a defeatist attitude, 
advocate only simple mastectomy. This latter group encompasses 
many surgeons of great renown, and their thinking and writ- 
ings have influenced many lesser lights to follow their leader- 
ship. Obviously one group cannot be entirely right and the 
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other altogether wrong. . . . Experience, and the passage of 
time, have shown that one form of surgical treatment . . . is not 
applicable to all cases and that the ultimate form of surgical 
management will depend upon the conditions found at opera- 
tien in each individual patient—Sol M. Wolffson, M.D., Illinois 
Medical Journal, June, 1948. 
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INTRODUCTION 

The operation of perineorrhaphy would be un- 
necessary and obsolete as a gynecological procedure if 
all physicians rendered proper care to the perineum 
during delivery and in the postpartum period. The old 
belief that for various reasons the postpartum perineum 
is not capable of repair based on sound surgical pre- 
cepts and will not heal uniformly by first intention is 
contrary to reason, facts, and the experience of many 
men. Stander' states that “even slight tears . . . are bet- 
ter repaired than left alone” and “In more extensive 
tears, immediate repair is always necessary, unless the 
condition of the patient be so serious as .to contra- 
indicate further operative procedures. . . . However, it 
is of the utmost importance that fundamental surgical 
principles, of aseptic techriic, correct anatomical ap- 
proximation of tissues . . . be strictly observed.” In this 
connection I wish to condemn the old through-and- 
through mass perineal suture as the improvisation 
of physicians totally lacking in surgical training and 
as a procedure not conforming to fundamental precepts 
of surgery. This view is supported by Phaneuf? who 
states, “The mass approximation of all structures with 
large nonabsorbable through-and-through sutures which 
leads to a firm, resistant, frequently painful and thick 
perineal body, is not practiced by well trained oper- 
ators.” 

I have long observed at the time of the 6-weeks 
examination that primiparous patients who had no 
visible perineal laceration at delivery have poorer 
perineums than those who had repairs for laceration 
or episiotomy. Stander has been quoted previously as 
stating that even slight tears should be repaired. I go 
even further than this. Unless the unlacerated perineum 
shows good thick muscle of exceptional elasticity, the 
mucocutaneous line is opened, the levators exposed and 
the mucous membrane elevated by digital dissection 
and a repair is done. Phaneuf? referred to this type 
of injury and I quote his description in support of my 
observation. “The gynecologist and surgeon also have 
to deal with still another form of injury to the pelvic 
floor: namely, the relaxed vaginal outlet in which there 
was no apparent external tear at the time of childbirth 
but separation of the muscular and fascial structures 
existed under the intact mucosa and skin. This dis- 
order is usually accompanied by protrusion of the rec- 
tum between the separated supporting planes. This 
protrusion is referred to as a rectocele and varies in 
extent with the loss of support.” 

Recognition and repair of these “closed” injuries 
to the urogenital diaphragm and pelvic diaphragm are 
essential to the fulfillment of the opening sentence of 
this paper. 

As an extension of the foregoing thought, I have 
often seized the opportunity of delivery with its at- 
tendant anesthetic, prepared field, and hospital stay, to 
perform a perineorrhaphy on the relaxed perinea of 
multiparae. The procedure has some technical difficul- 
ties where scar tissue is encountered but is not impos- 
sible and the results are good. The economic saving 
to the patient and the saving of hospital bed space are 
both considerable and worthy of the effort. Waters* 
recently included thirty-two such cases in his report 
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on the use of very fine sutures and concluded, “The 
results designate primary posterior colpoperineor- 
rhaphy as a good procedure to follow in multiparas 
with relaxed structures.” Bubis* takes a rather radical 
stand on this question and even recommends repair 
of old cystoceles and cervical injuries. In this, I cannot 
concur. 
ANATOMY 

The portions of the perineum chiefly concerned 
in delivery are (1) the pelvic diaphragm and (2) the 
urogenital diaphragm. The pelvic diaphragm is com- 
posed of the levator ani and the fascia above and below 
it. The levator ani is composed of four component 
muscle parts (the right and left iliococcygeal and 
pubococcygeal muscles) which are chiefly of academic 
interest and will be ignored for practical reasons in 
this paper. The fascia of the levator ani® is derived 
from the endoabdominal fascia in its downward exten- 
sion over the obturator foramen where it thickens to 
form the arcuate white line at the origin of the levator. 
Below the white line it splits to form the superior and 
inferior levator fascia. The superior levator ani fascia 
thickens to surround the ureters and hypogastric ves- 
sels and extends upward into the cardinal ligaments 
and other uterine ligaments. At the free margins of 
the levator below the pubis and around the vagina 
and rectum the superior and inferior faciae blend and 
thicken to form the intercolumnar fascia of DeLee. 

The fibers of the levator ani originate anteriorly 
from the back of the rami of the ischii and sweep 
downward and backward to the lower sacrum and 
coccyx where they fuse in the midline back of the 
rectum. A few fibers interlace in front of the rectum 
and enter the perineal body (Luschka fibers). 

The urogenital diaphragm is a triangular musculo- 
fibrous structure which fills the pelvic outlet anterior 
to the rectum and superficial to the pelvic diaphragm. 
It is composed of the deep perineal fascia which splits 
to enclose the transversus perinei, the transversus 
perinei superficialis, the sphincter cunni (around the 
vaginal opening ), and the ischiocavernosi. These struc- 
tures blend into a musculofibrous pyramid between the 
rectum and the vagina known as the perineal body. 

Failure to repair any injured structure of the 
perineum will result in lack of support, or distortion, 
or both. The perineal body® is important in this re- 
spect but the pelvic diaphragm is more so and is more 
likely to be neglected. 

DeLee® says, “The most common injury is a part- 
ing of the two levator ani pillars as they embrace the 
rectum, the few Luschka fibers and the intercolumnar 
fascia being torn, resulting in a diastasis similar to 
that of the rectus abdominis muscles.” Usually the 
skin and mucous membranes are parted also, but do 
not necessarily have to be. It is the later circumstance 
which justifies opening of the perineum and repairing 
it as referred to previously. 

The guiding principle in the care and repair of 
the parturient perineum should be to return the struc- 
ture as nearly as possible to the nulliparous state. 
Phaneuf? most clearly states this view as follows: 
“An examination of the nulliparous perineum reveals 
that it is elastic, gives adequate support, and is not 
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painful to palpation. In reconstructing the pelvic floor, 
the operator should aim, in so far as possible, to 
restore the parts to their original form. This purpose 
can be accomplished by layer approximation, without 
tension, of the tissues and by the employment of fine 
suture material; it is defeated by the approximation 
of the structures in one layer by large nonabsorbable 
sutures.” 
TECHNIC 


The use of various suture materials will be dis- 
cussed later in the paper but at this point my technic 
of perineal repair will be given without designation, 
for the moment, of suture material used. The repair 
of episiotomy, which is a clean-cut wound, will be dis- 
cussed first- and variations necessitated by irregular 
lacerations will be given next. 


Episiotomy, to prevent rupture of the perineum 
with its attendant irregular and multiple lacerations 
which are difficult to repair and have poor healing 
characteristics, has become increasingly popular.2 A 
clean, straight episiotomy incision is easier to repair 
and more likely to heal in a clean pliable fashion 
than the average jagged laceration. I routinely per- 
form a midline episiotomy with a short lateral exten- 
sion of the skin incision above the rectum on all 
primiparae. This is the most anatomically correct lo- 
cation for an episiotomy and when well repaired re- 
turns the perineum to the nulliparous state without 
noticeable scar; however, further discussion of this 
point is beyond the intended scope of this paper. 


The first step in the repair of episiotomy is to 
pack the vagina above to retard uterine bleeding which 
would otherwise make clear vision of the repair site 
difficult. The wound is sponged dry to permit careful 
examination to determine the layers involved. A second 
degree wound is closed in six layers: (1) Perirectal 
fascia, (2) levator ani including the intercolumnar 
fascia, (3) mucous membrane, (4) superficial muscles 
and fascia (urogenital diaphragm), (5) Colles’ fascia, 
and (6) skin, in the order named. 


The loose connective tissue lying to either side of 
the wound in the mucous membrane, over the rectum 
and above the levators (perirectal fascia) is brought 
together by a short continuous suture. Next the levators 
are approximated without tension by several inter- 
rupted sutures. The first of these sutures lies just 
anterior to the rectum. Two, three, or four levator 
sutures may be required to narrow the vaginal open- 
ing sufficiently ; all are left untied for the moment. The 
upper canthus of the wound in the mucous membrane 
is then located and caught with a suture which is 
brought in a continuous fashion to the hymen ring and 
tied. Careful restoration of this ring improves the 
cosmetic result. It is most important to secure and 
close the extreme upper end of the wound, to seal it 
against lochia which would otherwise penetrate behind 
the levator stitches and interfere with healing. It is 
to avoid this same lochial infiltration that I use a con- 
tinuous suture in the mucous membrane rather than 
the interrupted sutures described by most authors. 


At this point the levator sutures are loosely tied. 
Tension should be just great enough to approximate 
the edges of the muscle. Closure of the superficial 
muscles and fascia is by a loose continuous suture 
and is begun at the anterior end. The first. stitch 
should loop upward and outward, in a small circle, 
under the labia to incorporate the constrictor cunni 
muscles of the vaginal orifice to prevent gaping of 
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the orifice. The suture is then run posteriorly toward 
the rectum to incorporate the other muscles of the 
urogenital diaphragm but should avoid Colles’ fascia- 
which is closed separately as the fifth layer by a run- 
ning suture. The separate closure of Colles’ fascia 
takes much strain off the skin margins and aids in 
good cosmetic healing. The sixth and final layer is a 
running subcuticular stitch to close the skin from the 
hymen ring to the rectal end of the wound. 


The results of this technic when proper sutures 
are used are: (1) A postpartum period almost com- 
pletely free of perineal pain, (2) excellent anatomical 
result, and (3) a strong supporting perineum which 
is painless to palpation. 

In essence this same technic is followed in repair 
of perineal lacerations but some variations are neces- 
sary to meet individual situations. The writer strives 
to convert every laceration into a wound closely re- 
sembling an episiotomy in clean-cut characteristics. 
Ragged edges of skin, mucous membrane, or muscle 
are trimmed off as cleanly as possible, as the vitality 
of this tissue is low and it will not heal well. Wherever 
possible, double lacerations into both sulci of the 
vaginal mucous membrane are converted into a single 
V-shaped deficiency by making an inverted V-incision 
of the mucous membrane superiorly to connect the 
ends of the two lacerations. The intervening mucous 
membrane is then removed by blunt dissection and the 
resulting single wound is closed by the standard run- 
ning suture. 

Third degree lacerations present a hazardous prob- 
lem wherever encountered. The rectal mucosa is closed 
by interrupted stitches which do not quite penetrate 
to the rectal surface. The perirectal fascia is then 
closed by two layers of running suture. The ends of 
the ruptured sphincter ani internus must be secured 
by forceps and approximated by two or three inter- 
rupted sutures which include the fascia of this muscle. 
From this point on the technic is the same as for a 
second degree laceration. 

The postpartum care of the perineal repair con- 
sists of external douching with a 1:1000 solution of 
potassium mercuric iodide solution followed by dust- 
ing with sulfanilamide powder. Catheterization is per- 
formed where necessary. The bowels are moved on 
the third postpartum day. The patient is urged from 
the very first to move a great deal in bed, turning 
from side to side and even lying on her stomach. She 
is allowed to sit on the side of the bed on the fourth 
day, to walk with assistance on the fifth day, and is 
discharged from the hospital anytime thereafter that 
her general postpartum condition permits. 

SUTURES 

During recent years there has been a gradual and 
lately an accelerated movement toward finer and finer 
absorbable sutures for the repair of perineal lacerations. 
The older writers and many standard texts such as 
those of DeLee and Greenhill’ and Titus* still recom- 
mend silk worm gut and sutures as large as No. 2 
catgut although Titus does mention that some prefer 
much finer sizes. 

Of the 263 deliveries in this series, repair of 
episiotomy, laceration, or perineorrhaphy was done in 
167. The perineum did not require repair in 86 and 
cesarean section was necessary in 10. 

The types of suture material used in the repair 
of the 167 cases were divided as follows: Cotton No. 
20 in 17, cotton No. 20 and chromic catgut No. 1 in 
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19, chromic catgut No. 1 or 2 in 11, chromic catgut 
No. 0 in 5, and chromic catgut No. 000 in 115. 

The pain accompanying perineal repair has always 
been a complaint to reckon with and was thought to 
be unavoidable in the days of heavy catgut. Re- 
cently, in an effort to find a suture material which 
would reduce this pain, I attempted the use of No. 20 
cotton in perineal repairs. The reason for this was 
drawn from my very successful use of cotton sutures 
in pelvic surgery which has made possible early ambu- 
lation and a spectacular reduction of postoperative 
pain. My average patient is walking on the second 
day after hysterectomy and is discharged in 6 or 
7 days. Morbidity is low and there has been no irrita- 
tion from the cotton used except in a very few wounds 
from which an occasional suture has erupted from the 
fascial plane. There has been no wound disruption. 

On the basis of this experience, the absence of any 
known published contraindications, and the successful 
use of cotton for intermediate perineorrhaphy, I elected 
to use cotton for primary (postpartum) perineal re- 
pair. Thirty-five cases of second degree laceration and 
one of third degree were repaired with cotton No. 20. 
The technic followed did not differ from my routine 
technic except that at first, interrupted sutures of cot- 
ton were used throughout; later chromic catgut was 
used in the mucous membrane and skin as continuous 
sutures. The reason for this change lay in the worry 
and distress caused the patient in the removal of the 
cotton stitches from these structures. All deep cotton 
sutures were left indwelling. This alteration of technic 
altered favorably the results of the series. 

Patients treated this way were uniformly free of 
major pain and their wounds healed with excellent 
immediate results. However, 3 to 12 months after 
delivery eight patients or 27.5 per cent of the group 
(36) in whom cotton or cotton and chromic catgut were 
used, developed sinuses leading to one, two, or three 
stitches which had to be located, clipped, and removed. 
One patient who had a third degree laceration has had 
three sutures removed in this manner from the levator 
layer but has excellent sphincter action. and a good 
perineum. The use of cotton in the sphincter ani has 
caused no trouble. All of the sinuses encountered to 
date have closed promptly upon removal of the cotton, 
but the method has been abandoned as too troublesome. 

Since abandoning the use of cotton for primary 
perineal repairs, I have turned to the use of No. 000 
chromic catgut throughout the perineum. This method 
retains all of the advantages of cotton, i.e., freedom 
from pain of major degree and early ambulation, and 
in addition produces very excellent healing and pliabil- 
ity of the perineum. 

There are appearing in current literature more 
and more sound experimental papers on the rationale 
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of exceedingly fine chromic gut for perineal repair. 
Waters*® has prepared an excellent report on its use 
accompanied by histological studies of the effect of 
sutures of various sizes on the healing characteristics 
of tissue. Wound healing is dependent upon low 
leukocyte response and rapid, extensive fibroblast 
growth. Waters proves conclusively that these con- 
ditions are best met by No. 0000 chromic gut and con- 
cludes that “it is the proper suture material to use 
for past-partum perineal repairs.” He also cites the 
fact that over 72 per cent of his patients had no post- 
operative pain response. 


Phaneuf? states, “Improvement in the repair of 
recent injuries to the pelvic floor has come through 
the improvement of surgery in general and by the use 
of fine suture material.” 


SUMMARY 


The ability of the perineum to heal by first in- 
tention, if closed in layers with the proper suture, has 
been stressed. through-and-through, nonab- 
sorbable sutures are condemned. Attention has been 
called to “closed lacerations” or diastasis of the levator 
ani and to previously relaxed multiparous perinea and 
an argument advanced for their immediate postpartum 
repair. 


The anatomy of the perineum was briefly §re- 
viewed, giving special attention to the layers and fas- 
ciae encountered in episiotomy or laceration of the 
perineum. 


The criteria of successful perineal repair have been 
enumerated. They are elasticity, adequate support, good 
cosmetic result, and freedom from pain on palpation. 

The writer’s technic for primary posterior col- 
poperineorrhaphy is given in detail, stressing the 
closure in six layers without suture tension 


A report of the writer’s experience with buried 
cotton perineal sutures and chromic catgut sutures has 
been given. 


1550 Lincoln St. 
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TOXEMIA SUPERIMPOSED UPON 


It is generally recognized that the occurrence of pregnancy 
in a female who already has an established hypertension 
presents a complication with serious potentialities. In the first 
place 50 per cent of prepregnant hypertensives can be expected 
to develop a superimposed toxemia, according to Dexter and 
Weiss. Secondly, approximately one-quarter of these patients 
are left with higher blood pressure levels and more extensive 
disease as a result of a toxemic pregnancy. Thirdly, the fetal 
mortality is greater in females with pre-existing essential 
‘ 
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hypertension, (21 per cent in the series of Dieckmann and 
Brown). Furthermore, organs weakened by pre-existing hyper- 
tensive disease are more susceptible to stress induced by 


toxemia than are healthy organs, and therefore a greater inci- 


dence of cardiac failure, renal 


insufficiency, and cerebral 


accidents can be anticipated. Max M. Peet, M.D.; Emil M. 
Isberg, M.D., and Robert C. Bassett, M.D., Surgery, Gynecology 
and Obstetrics, June 1948. 
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History, Types, Indications, and Contraindications 
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The origin of the word “cesarean” has given rise 
to a great deal of discussion. It is usually stated that 
Julius Caesar was brought into the world by this means 
and that his name was derived from the manner in 
which he was born. However, his mother lived several 
years after his birth, so this explanation can hardly 
be correct. The more plausible explanation is that the 
Roman Law, ordering the operation performed on the 
woman dying in the last weeks of pregnancy in the 
hope of saving the child, was known as the lex caesarea 
and the term “cesarean” stems from this source. 


HISTORY 


The history of cesarean section may be divided 
into five periods. The first period extends from the 
earliest records to the end of the fifteenth century. 
During this period the operation was occasionally re- 
sorted to after the death of the mother in an effort 
to save the child. There is no conclusive evidence that 
it was ever performed on the living woman. 

In the second period (1500 to 1876) the operation 
was performed on living women. The uterus was 


simply incised and the child removed, leaving the 
uterine walls unsutured and relying upon the contrac- 
tion and retraction of the uterine walls to check hem- 
orrhage. Most of the women died from either hemor- 


rhage or. infection. 


The year 1876, when Porro’ advised amputating 
the body of the uterus and stitching the cervical stump 
into the lower angle of the abdominal wound to lessen 
hemorrhage and infection, may be considered the be- 
ginning of the third period. The refinement of the 
procedure brought about considerable lowering of the 
almost 100 per cent mortality previously encountered. 


In 1882 when Sanger? initiated the suturing of the uter-- 


ine incision, the operation was revolutionized and con- 
sidered to be conservative as the uterus was not sacri- 
ficed, in contradistinction to that of Porro, which be- 
came known as the radical type. 

Frank* of Cologne initiated the fifth period in 
1907 when he devised a new operative technic, using 
a transverse incision through the anterior abdominal 
wall several centimeters above the symphysis and sep- 
arating the peritoneum from the posterior surface of 
the bladder and lower uterine segment; the latter was 
then incised transversely, the infant extracted by for- 
ceps, the placenta removed manually, and the wound 
closed, the whole procedure being entirely extraperi- 
toneal. This technic was modified in Germany by 
others, but after a few years fell into disfavor. It was 
replaced by the so-called low cervical operation advo- 
cated by Kronig,* in which he opened the peritoneal 
cavity, cut through the vesical reflexion of the peri- 
toneum from one round ligament to the other and 
separated it and the bladder from the lower uterine 
segment and cervix; the lower uterine segment was 
then opened vertically, the child extracted with forceps 
and the uterine incision closed and buried under the 
vesical peritoneum. DeLee,’ Beck,® and others popu- 
larized it in this country with minor modifications. 

Because cesarean section had been one of the most 
dangerous of all operations, it was considered only as 


a last resort, performed chiefly on moribund women 
who had been in labor several days. Membranes were 
ruptured, numerous vaginal examinations had been 
made, and, often, delivery had been attempted from 
below. When finally section was courageously under- 
taken, the mortality expectancy was close to 100 per 
cent for the woman. However, there had been recorded 
instances in which women were delivered suprapubic- 
ally as a result of having been gored by bulls with 
only a 40 per cent mortality. Beck’ asked, “Are we to 
conclude from these better results that the bull’s horns 
could make a better incision than the surgeon’s scalpel, 
or that the barnyard was a more suitable operating 
room than the patient’s home?” He decided that the 
bull’s better results were due to the fact that it un- 
wittingly made a better selection of its patients; its 
victims were not dehydrated nor starved nor exhausted 
by long labors. In them the cervix was not dilated, the 
membranes had not ruptured, and no vaginal examina- 
tions had been made. In other words, the women were 
in good general condition and the birth passages were 
not potentially infected prior to the goring. 

The high mortality in former years was due in 
some instances to shock and hemorrhage, but chiefly 
to peritonitis, the principles and applications of bac- 
teriology and asepsis being unknown. However, the 
nearly 100 per cent mortality could not be attributed to 
lack of aseptic technic entirely as the surgeons per- 
forming the operation were able to do laparotomy for 
ovarian cyst with a mortality of only 33 per cent. The 
factor responsible was the open wound in the uterus 
through which the lochia drained backward into the 
peritoneal cavity. Because of this, cesarean section 
continued to be a most dangerous operation until 
Porro devised his technic, of removing the uterus and 
the mortality dropped to 20 per cent. When Sanger 
sutured the wound, the back flow of lochia was pre- 
vented without the necessity of removing the uterus. 
It soon became evident that the safe time for perform- 
ing the operation was before the onset of labor, before 
the membranes had been ruptured, and before any 
vaginal examinations had been made. Surgeons then 
began reporting considerable series of cases without 
a death. Whenever the safe period was ignored, how- 
ever, a high mortality resulted. 

Further attempts were made, naturally, to cope 
with the cases that were neglected, and had been in 
labor for some time (which we all too frequently see 
even today). Efforts were directed toward prevention 
of peritonitis and the true extraperitoneal technics of 
Frank,’ Sellheim,* Latzko,® and, more recently, that of 
Waters’® were developed. The low cervical section, as 
mentioned earlier, was devised because it was tech- 
nically easier and thought to be as safe, but the danger 
of spillage of infected amniotic fluid was not recog- 
nized. This technic was essentially a transperitoneal pro- 
cedure; the uterine wound became extraperitoneal in 
24 hours and protected the patient against peritonitis 
which might occur as a result of opening up of the 
infected uterine wound. It has greatly improved the 
results of cesarean section. It falls considerably short 
of expectations in neglected cases. In these cases it is 
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found that either a true extraperitoneal technic as 
recommended by Waters *° is needed or the uterus 
should be removed following the principles of Porro.* 


INDICATIONS 

The simplicity of the classical cesarean section has 
led to much abuse and its use when indications were 
questionable. There seems to be a growing tendency 
to regard cesarean section as the simplest means of 
coping with most obstetrical difficulties without ap- 
preciation of its hazards when sound obstetric prin- 
ciples regarding indications as well as contraindications 
ire overlooked. In a review by King" covering 
the cesarean sections performed in New Orleans during 
the years 1927-1936 inclusive, it was found that the 
incidence had doubled when compared to a review for 
the same city covering 1921-1926 inclusive. They ask 
reasonably if this is in line with the best obstetric 
practice. They conclude that a certain increase was 
justified, but doubt the necessity of such a marked rise. 

Indications for cesarean section are in order of 
frequency or importance as follows: 

1. Contracted Pelvis ——When the diagonal conju- 
gate is 9.5 cm. or less a normal child has a slight 
chance of being born alive and section should be 
elective at or before onset of labor.** When the diag- 
onal conjugate is over 9.5 cm., there may be a natural 
delivery from below, but the decision to operate should 
be made before the safe period for section has passed, 
i.e., within 15 hours of onset of labor and within 4 
hours of the rupture of the membranes. 

2. Antepartum Hemorrhage-—Hemorrhage, due 
either to placenta praevia or to a premature separation 
of the normally implanted placenta, is the next most 
important indication. Cesarean section is the operation 
of choice in placenta praevia centralis.** In partial 
placenta praevia, however, when the cervix is half or 
more dilated, other methods of treatment may be used. 
Cesarean section seems to be the operation of choice 
in premature separation, particularly if there is little 
dilatation of the cervix. 

3. Toxemias of Pregnancy.—The next most fre- 
quent indication is for toxemias of pregnancy, but not 
for true eclampsia. In a primipara with progressive 
toxemia, not responding to treatment and with a long 
cervix, it would appear to be the operation of choice 
when done under local anesthesia."* ; 

4. Previous Cesarean Section.—Previous section 
does not always indicate the absolute necessity for a 
second such operation, if the cause for the cesarean 
is not present at the subsequent pregnancy. However, 
the frequency of rupture of cesarean scars is about 4 
per cent and the maternal mortality attributable to rup- 
ture is about 30 per cent. In view of these figures, 
it would seem that the dictum, “once a cesarean, always 
a cesarean,” should be given consideration. 

5. Tumors.—Uterine tumors, such as fibroids, 
ovarian cysts, and bony exostoses of the pelvis and 
birth canal are indications at times.'® 

6. Abnormal Presentations.—Presentations, such 
as neglected transverse or face presentations when the 
baby is alive, and breech presentations in elderly primi- 
parae, especially if the child is large, are indications 
for section. 

Postoperative dystocia, cervical stenosis, and grave 
systemic diseases may also be indications. 


CHOICE OF TYPE 
__ 1. The classical or Sanger type has the advantage 
of being the simplest of all technics to perform and can 
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be done more quickly than other types. Its disadvan- 
tages are: The risk of hemorrhage is greater; dis- 
tention and postoperative discomfort are more fre- 
quent ; there is greater danger of peritonitis if infection 
is present; postoperative adhesions are more com- 
mon; and there is greater danger of rupture of the 
uterine scar in subsequent pregnancy and labor. 

2. The low transperitoneal section with extra- 
peritoneal closure has these advantages: There is less 
danger of peritonitis from spilling of infected uterine 
contents; the bladder and peritoneal flaps completely 
seal the wound in the uterus and thereby protect the 
peritoneal cavity after the first 24 hours; the location 
of the wound favors localization of infection in the 
pelvis ; hemorrhage is less; convalescence is smoother ; 
adhesions are minimized ; the scar is less likely to rup- 
ture in subsequent pregnancies. The disadvantages are : 
It is a somewhat more difficult procedure than the 
classical type, requires a slightly longer time, and is a 
transperitoneal procedure. 

3. The advantages of the Waters extraperitoneal 
operation are: The peritoneal cavity is not opened ; the 
danger of peritonitis from spillage is eliminated ; there 
is little danger of peritonitis from the breaking down 
of an infected wound; infected and potentially in- 
fected patients may be delivered suprapubically without 
the sacrifice of the uterus; and it affords more room 
than the Latzko type. The disadvantages are: It is 
technically difficult; the bladder may be injured; the 
danger of peritonitis from lymphatic extension in an 
infected uterus is not eliminated; the risk of postpar- 
tum hemorrhage is not eliminated and may not be 
observed. 

4. The advantages of the Porro operation are: 
In neglected cases it removes an infected or potentially 
infected organ, and there is no danger of .postpartum 
hemorrhage. The disadvantages are: The uterus is 
sacrificed ; in infected cases contamination of the field 
of operation may give rise to fatal peritonitis; and at 
times the patient is in too poor condition to stand the 
operation. 


MORTALITY 

As stated previously, the morbidity and mortality 
following cesarean section depend more upon the num- 
ber of hours the patient has been in labor, the length 
of time the membranes have been ruptured, and the 
number and character of the vaginal examinations made 
prior to operation, than upon the operative technic fol- 
lowed. In patients operated before or soon after the 
beginning of labor and in whom no vaginal examina- 
tions have been made, the risk is not over 1 per cent. 
If no vaginal examinations have been made within 16 
hours of the onset of labor or within 4 hours of the 
rupture of the membranes and if the low type of sec- 
tion is performed, the mortality should not exceed 3 
per cent. Whenever the patient has been in labor over 
24 hours, with the membranes ruptured a long time, 
and many vaginal examinations or manipulations have 
been made, the risk is too great for either the classical 
or low type operation. In such circumstances, even 
though one of the true extraperitoneal technics or the 
Porro operations is employed, a relatively high mor- 
tality must be expected. 


W. Woodruff Ave. 
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Symposium 
The Toxemias of Pregnancy 


The following are abstracts from the papers pre- 
pared by candidates as one of the requirements for 
membership in the American College of Osteopathic 
Obstetricians, together with comments by the Editorial 
Committee. Mainly, the papers are reviews of the 
literature colored by observations and experiences of 
the candidates. These abstracts indicate, in most in- 
stances, that the writers have done a considerable 
amount of study and have had clinical experience en- 
abling them to write intelligently on the subject under 
consideration.—Editorial Committee. 


NUTRITION OF PREGNANCY— 
H. C. Bruckner, D.O., Clio, Mich. 


“Too much emphasis has been placed on_ the 
obstetrical complications and abnormalities as causes 
of maternal and fetal death and too little paid to the 
general nutritional state of pregnant and_ lactating 
women . . . The maternal body can survive depletion 
of its stores if those stores are replenished daily. . 

“The obstetrician can no longer justify any wom- 
an’s coming to labor with a hemoglobin of 60 per cent 
or suffering through the pregnancy with some form of 
neuritis due to nutritional deficiencies or lowered re- 
sistance to diseases due to protein deficiencies. 

“Besides containing all the food products neces- 
sary for herself and the baby, the nourishment of the 
pregnant mother should fill two other requirements, 
viz., (1) it should be easily digested, and (2) it should 
be of such a nature as to stimulate elimination. 

“We advocate 8 glasses of water or fruit juice 
or both daily. The patient should drink 1 glass of 
water on arising, 1 glass of water at meals, and 2 
glasses of water or fruit juice between meals. 

(Editorial Comment: The following routine has 
been used with success: Two glasses of distilled or 
spring water at each meal. Small bits of food are well 
chewed and swallowed, then a small bit of water is 
sipped. The water is not given to wash down the 
food nor is a full glass to be taken in one gulp.) 

Bruckner calls attention to the relation between 
thiamin deficiency and the increase of toxemia, and the 
relation between changes in the nitrogen level and 
edema. Animal sources should provide two-thirds of 
the protein intake; the remaining one-third should 
be derived from nuts, whole grain breads and cereals 
made from wheat. 


ToxeMIAS OF LATE PREGNANCY— 
E. L. Hackney, D.O., Akron, Ohio 

Hackney calls attention to the symptom of 
epigastric pain and says that it is associated with the 
loss of large amounts of albumin by vomiting and 
through the renal system. 

(Editorial Comment: The sympton of epigastric 
pain is too often dismissed very lightly. The syndrome 
of toxemia will frequently show the increasing severity 
of epigastric pain preceding edema, etc.) 

Hackney advocates the establishment in hospitals 
of a routine to be followed on the admission of toxic 
patients. This includes laboratory work and therapy 
according to the degree of toxemia. 


Ectampsta——M. C. Kropf, D.O., Orrville, Ohio 

Kropf reminds the profession that the mortality 
from eclampsia is high, ranging from 5 to 35 per 
cent, the locale and status of the patients being factors 
in the wide range of the percentage. Of all the etio- 
logical factors suggested, he places chief emphasis on 
the physiochemical disturbances of the maternal 
organism. Because salt or sodium ion intake rapidly 
alters fluid distribution, it follows that salt ingestion 
or infusion may precipitate convulsions. 

He reminds us that magnesium sulfate used in- 
travenously may result in respiratory embarrassment, 
the antidote being intravenous calcium chloride, 25 
per cent. 

ToxeEMIAS OF PreEGNANCyY——B. Abel, B.S., D.O., Toledo, Ohio 

The relation between kidney function and toxemia 
of pregnancy is stressed by Dr. Abel. He reminds 
us that a previous renal condition may be aggravated by 
pregnancy. Albuminuria, edema, hypertension, hema- 
turia are but parts of the picture. The important thing 
is prevention—early detection before the maternal 
organism is embarrassed. 

Blood, carefully cross-matched for the proper 
Rh factor, should always be available for transfusions 


Tue Toxemias or PrReGNANCY—— 
I. E, Penquite, D.O., Sapulpa, Oklahoma 
Vomiting of pregnancy, bordering on hyperemesis, 
should be given careful attention, says Dr. Penquitte 
Thiamin and pyridoxine aid in carbohydrate assimila- 
tion and should be given in adequate amounts for that 
purpose. He also mentions the use of thyroid as an 
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aid to a more efficient metabolism. This latter therapy 
may decrease the amount of nausea. 

Regarding determination of the blood constituents, 
he says that routine examination per se is useless. Each 
patient presents a different problem and if chemical 
examination of the blood is thought advisable, then 
specific determinations should be made. 


ANTEPARTUM CARE—— 

H. A. MacNaughton, D.O., Grand Rapids, Michigan 

Emphasis is placed in this paper upon the best 
antepartum care possible under conditions as pre- 
sented by the patient and community. The patient 
should be under the domination of the physician and 
not the neighbors and _ relatives. 

Printed instructions are given to the patient not 
to avoid questions but rather to give her a basis for 
inquiries. Stressed in the program is diet, the care 
of the bowels, exercise, and changes in body weight. 

The patient is instructed to report such disturb- 
ances as nausea and vomiting, edematous ankles and 
fingers, epigastric pain, headache, visual disturbances, 
ete., and is told the significance of these symptoms. 
They are not minimized; instead the patient is well 
informed and does not hesitate to interrogate the 
physician. 

(Editorial Comment: The trend is evident that 
the patient should be better informed and her con- 
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fidence in the doctor thereby established, all in rapport 
for a more cooperative patient.) 


TOXEMIAS IN PREGNANCY—— 
E. H. Webster, D.O., Zanesville, Ohio 


Webster reports that postmortem studies of the 
brain of a patient who died from eclampsia show 
cerebral edema very much like that in alcoholism and 
status lymphaticus. Irrespective of the renal factor, 
the total amount of fluid taken must have an avenue 
of escape. It is established that carbohydrates and 
sodium chloride favor water storage within the body 
and in order to maintain proper fluid balance the 
body must depend upon proteins and nonstarchy foods 
in order to discourage water storage in the tissues. 
Prophylaxis consists of proper control of the patient 
before the toxemia sets in, rather than having to 
resort to emergency measures later on. 

(Editorial Comment: The toxemias of pregnancy 
continue to be grave problems despite the great amount 
of work being done along etiologic and therapeutic 
lines. It is interesting to note the striking frequency 
with which papers on the toxemias are being written 
and submitted by members of the College. It may be 
said with certainty that the more that physicians ad- 
vance into the field of obstetrics, the more they are 
impressed with the responsibilities of their chosen 
specialty. 


PRACTICAL OFFICE GYNECOLOGY. By Karl John Karnaky, 
M.D., Assistant Professor of Clinical Gynecology, Baylor University 
College of Medicine; Gynecologist to Jefferson Davis Hospital, Houston, 
Texas; Director of Menstrual Disorder Clinic, Jefferson Davis Hospital; 
On Courtesy Staff of St. Joseph Infirmary, Memorial Hospital, Her- 
mann Hospital, Heights Hospital, Park View Hospital and Methodist 
Hospital, Houston, Texas. Cloth. Pp. 261, with illustrations. Price 
$7.50. Charles C. Thomas, Publisher, 301-27 E. Lawrence Ave., Spring- 
field, 1947. 


The material in this book is based on clinical and labora- 
tory investigations begun in 1932 with the study of Tri- 
chomonas vaginalis, Monilia albicans, and leukorrhea under 
the supervision of several teachers at the Texas University 
School of Medicine. The author learned at various medical 
meetings, while presenting scientific exhibits of his investiga- 
tions of gynecological problems, the reed of the physician for 
a text on practical gynecology. 

Dr. Karnaky says in his preface, “During the last twelve 
years the author has become convinced that the overzealous 
exercise of surgical judgment proves regrettable in many 
instances. The purpose of the book is to emphasize the fact 
that many gynecologic symptoms may be diagnosed in the office 
and treated medically without recourse to hospitalization with 
attendant laboratory studies, or to surgical intervention.” 

A study of anatomy, and the physiological basis for 
disordered functioning of female pelvic organs are presented. 
The use of extrogen and endocrine preparations is discussed, 
with special attention to the use of diethylstilbestrol in the 
control of uterine bleeding. For the gynecologist to whom 
laboratory facilities are inaccessible or impractical, office 
laboratory procedures and adaptation of information are given. 
A chapter prepared with the collaboration of Dr. Louis Spivak 
presents some of the psychological aspects of gynecology. 

The book is profusely illustrated with photographs, photo- 
micrographs, and medical drawings, many of which are in 
color, An outline which covers the material to be presented in 
each chapter and the number of the page on which the 
information may be found is an interesting and highly prac- 
tical addition to the usefulness of this book. An extensive 
bibliography which contains many references to current 
medical literature should be a valuable help for further study. 


Book Notices 


Both gynecologist and general practitioner will value this 
book for use as a refresher and guide, 


SYNOPSIS OF OBSTETRICS. By Jennings C. Litzenberg, B.Sc., 
M.D., F.A.C.S., Professor Emeritus of Obstetrics and Gynecology, 
University of Minnesota Medical School, Minneapolis. Ed. 3. Cloth. 
Pp. 416, with illustrations. Price $5.50. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1947. 


This book is, as the title indicates, a synopsis of obstetrical 
practice and in no way pretends to present all the facets of 
this many-faceted specialty. The author said in his preface to 
the first edition, “It is evident that in writing a synopsis 
limited space necessitates brevity and omission of the less 
essential details. However, an endeavor has been made to place 
due emphasis upon the really important considerations. The 
aim has been to minimize the more or less irrelevant; to evalu- 
ate the questionable to emphasize the important and at the 
same time to maintain that balance between minimum and 
maximum stress so necessary to develop sound judgment.” 


In this third edition, the author has completely rewritten 
the material covering the diagnosis of pregnancy and the use 
of laboratory tests for diagnosis; analgesia in labor; the 
effects of diabetes on pregnancy, and those of pregnancy on 
diabetes; the use of the sulfonamides and penicillin in puerper- 
al infections; and the Rh factor. 

The book is designed for quick reference for essential 
material but might have been enhanced in value by the addi- 
tion of a bibliography for those interested in further perusal 
of the subject. It is, however, a practical handbook for the 
general practitioner and specialist alike. ; 


CONGENITAL MALFORMATIONS. By Douglas P. Murphy, 
M.D., F.A.C.S., Assistant Professor of Obstetrics and Gynecology and 
Research Associate in the Gynecean Hospital Institute of Gynecologic 
Research, University of Pennsylvania. Ed. 2. Cloth. Pp. 127, with 
illustrations. Price $5.00. J. B. Lippincott Company, 227 S. Sixth St., 
Philadelphia, 1947. 


Many times the physician is asked the questions, “What 
caused the maldevelopment of my child?” and “What are the 
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chances that any subsequent child will suffer a similar fate?” 
This book answers these and similar questions. 


This book deals with the parental background from which 
defective children are likely to arise and thereby indicates , 
the chances that any future children may be malformed. 


Part I presents a random sample of families having con- 
genitally deformed offspring. Part II deals with two groups 
of families; in one the mothers had been exposed to thera- 
peutic amounts of pelvic radium or roentgen irradiation dur- 
ing pregnancy; in the other the mothers had suffered from 
rubella after conception. 

Findings are clearly tabulated and cover a wide field, but 
it is in the pithy, informative summaries of findings that the 
busy physician, particularly the family physician, will find 
guidance in giving answers to his patients who are parents 
of malformed infants. 


THE RH FACTOR. In the Clinic and the Laboratory. Edited by 
Joseph M. Hill, M.D., and William Dameshek, M.D. Cloth. Pp. 192, 
with illustrations. Price $4.25. Grune & Stratton, 381 Fourth Ave., 
New York City, 1948. 


The discoveries concerning the Rh factor and its signifi- 
cance have been among the most interesting in an era char- 
acterized by new and exciting discoveries in the field of 
medicine. All physicians should have some knowledge of the 
subject. 

This volume, which is a collection of papers, contains 
“A Survey of the Significance of the Rh Factor,” by Philip 
Levine. This contribution covers the subject in a compre- 
hensive and lucid manner. The references to this article are 
comprehensive; they cover the discovery of the factor as well 
as very recent literature concerned with it. 

Among other papers included are: “The Rh Genotypes 
and Fisher’s Theory,” by R. R. Race; “Hemolytic Mechan- 
isms,” by William Dameshek; “The A and B Factors as a 
Possible Cause of Erythroblastosis,” by Alfonso C. Vélez 
Orozco; and “The Treatment of Erythroblastosis Fetalis by 
Substitution Transfusion,” by Harry Wallerstein. Also in- 
cluded is a discussion, “Current Problems Regarding the Rh 
Factor.” 


GEORGE CRILE An Autobiography. Edited, with sidelights, by 
Grace Crile. Volumes I and II. Cloth. Pp. 624, with illustrations, and 
boxed. Price $10.00. J. B. Lippincott Co., 227 S. Sixth St., Philadel- 
phia, 1947, 

The name of George Crile is known to everyone in any 
way connected with the healing art. His work has lived after 
him. His autobiography, sympathetically edited by his ‘wife, 
furnishes insight into the character of the man. It also pro- 
vides the details of a useful and productive life. 

Physicians usually find enjoyment in reading of the trials, 
triumphs, and accomplishments of others similarly employed. 
These volumes will undoubtedly furnish pleasure and inspira- 
tion for they concern one of the dynamic personalities of our 
time. In addition they will furnish information about out- 
standing medical developments, including. amputation under 
local anesthesia, the nitrous oxide method of general anes- 
thesia, and blood transfusion. 


SURGICAL PATHOLOGY. By William Boyd, M.D., Dipl. 
Psychiat., M.R.C.P. Edin., F.R.C.P. Lond., LL.D. Sask., M.D. Oslo, 
F.R.S.C., Professor of Pathology, The University of Toronto. Ed. 6. 
Cloth. Pp. 858, with illustrations. Price $10.00. W. B. Saunders 
Company, West Washington Square, Philadelphia, 1947. 

This sixth edition of a text which is well known and 
much used by osteopathic physicians reflects the changes and 
developments in surgery during the war years. Chief among 
these is the surgical treatment of heart disease. New material 
has also been added concerning tumors of the larynx, Bittner’s 
milk factor in relation to breast carcinoma, the Papanicolaou 
vaginal smear method in cancer of the uterine cervix, in- 
flammatory nodules of muscles in chronic arthritis, and fibro- 
sitis of the back. 

In preparing this latest edition the author has covered 
his field well. He also maintains his eminent place in the 
field of pathology. 


Ferguson, A.B., M.D., F.A.C.S., Professor of Surgery, Graduate School 


Journal A.O.A. 
July, 1948 


SURGERY OF THE AMBULATORY PATIENT. By L. Kraeer 


of the University of Pennsylvania; Professor of Surgery, Woman's 
Medical College of Pennsylvania; Surgeon, Graduate Hospital of the 
University of Pennsylvania, Woman’s Medical College Hospital, Phila- 
delphia General Hospital and Doctors Hospital; Consulting Surgeon, 

S. Naval Hospital; formerly Chief of the Surgical Out-patient 
Department, Hospital of the University of Pennsylvania; formerly 
Chief of the Proctologic Clinic, Hospital of the University of Pennsyl- 
vania and Philadelphia General Hospital. With a section on Fractures 
by Louis Kaplan, A.B., M.D., F.A.C.S., Associate in Surgery, Uni- 
versity of Pennsylvania; Chief of Surgical Service II, Mt. Sinai 
Hospital; In Charge of the Fracture Division of the Surgical Out- 
patient Department, Hospital of the University of Pennsylvania. Ed. 2. 
Cloth. Pp. 932, with illustrations. Price $10.00. J. B. Lippincott Co., 
227 S. Sixth St., Philadelphia, 1947. 

This is the second edition of a book which presents an 
integrated picture of office surgery. It discusses in detail 
recent major developments, such as the therapeutic value of 
penicillin and the current uses of the sulfa drugs. New mate- 
rial has been added on tendon suture, lesions of the back, and 
varicose veins. The section on lesions of the back is unlikely 
to contribute much to the knowledge of osteopathic physicians; 
however, this cannot be said of other sections. 


The book is divided into three parts. Part I is a general 
discussion of fundamental problems such as supplies, conduct 
of operations, and typical lesions, with a description of the 
cause, course, and aftercare. Part II covers the common 
surgical lesions and methods of treatment. The step-by-step 
coverage includes anatomy, etiology, diagnosis, and treatment. 
Part III, contributed by Louis Kaplan, systematically covers 
dislocations and fractures and their treatment. 


This new edition of a widely accepted and authoritative 
text deserves a place on the desk of every practitioner.. Its 
compilation is such that information is located easily when 


needed quickly. 


TABER’S CYCLOPEDIC MEDICAL DICTIONARY. By Clarence 
Wilbur Taber, author, Taber’s Dictionary for Nurses, Taber’s Con- 
densed Medical Dictionary, Dictionary of Food and Nutrition, Dic- 
tionary of Gynecology and Obstetrics, etc. Ed. 4. Cloth. Pp. 1500, with 
illustrations. Price $3.25. F. A. Davis Company, 1914-16 Cherry Street, 
Philadelphia 3, 1946. 

This is the fourth edition of the dictionary which ap- 
peared in 1937 under the title, “Taber’s Digest of Medical 
Terms.” This new edition has been completely rewritten and 
reset. It is greatly enlarged and now contains between 50,000 
and 60,000 words and about 1500 pages. 

The cyclopedic form of the work makes it especially 
valuable to students, nurses, and busy practitioners. Its use 
will obviate further research in many instances. 


TUBERCULOSIS AS IT COMES AND GOES. By Edward W. 
Hayes, M.D., F.A,C.P., Associate Professor of Tuberculosis, College 
of Medical Evangelists, Los Angeles; Member of the attending staff 
Los Angeles General Hospital, Division of Tuberculosis; Director of 
Tuberculosis, Imperial County, California; Medical Director and 
Physician in charge of the Maryknoll Sisters Sanatorium, the Keane 
Sanatorium, and the Lair Sanatorium, Monrovia, California, with 
Chapters by Laurence de Rycke, Ph.D. Cloth. Pp. 220, with illustra- 
tions. Price $3.75. Charles C. Thomas, Publisher, 301-327 East Lawrence 
Ave., Springfield, Illinois, 1947. 

The author’s experience as a patient with. tuberculosis 
as well as physician to thousands of tuberculous patients 
particularly fits him to write a book which can be given to 
patients. Dr. Hayes believes that results of treatments are 
better in the patients who are taken into confidence by the 
physician. This book will enable the reader to discuss intelli- 
gently the details of his case and to comprehend the reasons 
for the various phases of cure. 

After sketching the history of tuberculosis, the author 
defines the tubercle bacillus and outlines the theories of infec- 
tion. He explains the methods of diagnosis and therapy and 
discusses complications, curability, prognosis, and rehabilitation 

Two chapters by Laurence de Rycke, “Suggestions to 
Patients” and “Suggestions to Visitors,” are particularly valu- 
able. They present in concrete and readable form informatio: 
which should be available to every tuberculous patient anc 
all his visitors. 

The book is recommended as prescribed reading for every- 
one who is under care for tuberculosis. 
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A MANUAL OF FRACTURES AND DISLOCATIONS. By 
Barbara Bartlett Stimson, A. B., M.D., Med. Sc.D. F.A.C.S., Assistant 
Professor of Clinical Orthopedic Surgery, College of Physicians and 
Surgeons, Columbia University, New York City; Associate Attending 
Surgeon, Presbyterian Hospital and Vanderbilt Clinic, New York City. 
Ed. 2, thoroughly revised. Cloth. Pp. 223, with illustrations. Price 
$3.25. Lea & Febiger, Washington Square, Philadelphia, 1947. 


The details of fracture treatment have undergone consid- 
erable change in recent years, not only as a result of World 
War II but also of increased interest of civilian surgeons in 
the care of fractures and dislocations. Consequently many 
sections of this second edition have been completely rewritten 
and brought strictly up to date. 


This manual, written primarily for the student and the 
general practitioner, is an authoritative handbook presenting 
general principles and their application. It offers essential and 
fundamental knowledge required of every practitioner, be he 
psychiatrist or obstetrician, but does not burden him with the 
detailed information demanded of the expert. 


HISTOPATHOLOGY OF THE EAR, NOSE AND THROAT. 
By Andrew A. Eggston, B.S., MD., Director of Laboratories, Man- 
hattan Eye, Ear and Throat Hospital; Clinical Professor of Pathology 
(Post Graduate Division) New York University Medical College; 
Director of Laboratories of The Mount Vernon Hospital; Pathologist, 
Harlem Eye and Ear Hospital; Diplomate of Pathology; Formerly 
Associate in Pathology, Vanderbilt University Medical School; and 
College of Physicians and Surgeons, Columbia University; and Dor- 
othy Wolff, A.B., M.A., Ph.D., Research Investigator, Endaural Hos- 
pital, New York City; Fellow in Research, Harvard Medical School; 
Formerly Assistant in Applied Anatomy and Pathology in Otolaryn- 
gology, Washington University Medical School, St. Louis, Mo. Cloth. 
Pp. 1080, with illustrations. Price $18.00. The Williams & Wilkins 
Co., Mt. Royal and Guilford Aves., Baltimore, 1947. 


Unique in its coverage of the entire field of histopathology 
of the ear, nose, and throat, this book is the result of many 
years of pathological teaching. The material is presented in 
such a way that the physician may clearly visualize both the 
physiological and pathological processes with which he is 
dealing. 

The work is extensively illustrated and the illustrations 
contribute to a more thorough knowledge for the clinician, 
a valuable diagnostic aid fot the specialist, and an indispen- 
sable text for the pathologist. The book is highly recom- 
mended for any physician whose work is in any way connected 
with the field covered. 


SKIN MANIFESTATIONS OF INTERNAL DISORDERS. By 
Kurt Wiener, M.D., De:matologist, Mount Sinai Hospital, Deaconess 
Hospital, Saint Michael’s Hospital, Milwaukee, Wisconsin. Cloth. Pp. 
690, with illustrations. Price, $12.50. The C. V. Mosby Company, 
3525 Pine Blvd., St. Louis, 1947. 


This book is based on an accumulation of material over 
a period of many years. Before the period of laboratory and 
x-ray examination for diagnosis, skin manifestations were 
sought and often depended upon as an aid if not the means of 
a diagnosis. This is reflected in the bibliography in that many 
of the references go back to the turn of the century. It would 
appear that the book was ready for publication some time ago 
as few of the references (there are over 3,100) are later 
than 1942. 


The book is complete. The first eight chapters are devoted 
to systemic infections including the less common and the 
tropical infections. In later chapters helminthic diseases, 
leprosy, tuberculosis, and those lesions associated with or 
“claimed” to be associated with tuberculosis are reviewed. 
The individual systems are considered separately, with five 
chapters devoted to endocrine disorders. The physiological 
processes of puberty, menstruation, pregnancy, menopause, and 
azeing are discussed as are metabolic disorders, bringing 
out pertinent diagnostic facts, some of which we use and prob- 
ably more of those which we overlook. Diseases of the 
hemopoietic system, the blood dyscrasias, disorders of the 
nervous system—all are included. 

This book in no way replaces a dermatology text; it is 
useful as a reference as it complements the standard texts. 
More space is devoted to discussion of the diagnostic facts 
and references to sources of material than is usual. Pathology 
is not stressed and no mention of therapy is made. The dis- 
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cussion of the sarcoids is particularly good. Herpes gestationis 
is covered more thoroughly than in standard texts. 


At the end of each disease the “dermadromes” are given. 
According to the author, “The word dermadrome (literally, 
fellow traveler on the skin), which means the skin part of 
a syndrome, was coined and used throughout this 
book not only for accompaniments but also as a synonym for 
true skin manifestations of internal disorders.” 


This book fits in the library of every dermatologist and 
internist. It should be about third on the list of books on 
dermatology in the office of the general practitioner. It should 
be preceded by at least two good standard dermatology texts. 


A. P. Ucericu, D.O. 


PROGRESS IN SURGERY OF EYE, EAR, 
NOSE, AND THROAT—BLIND 


(Continued from page 570) 


As I have said in my article on the subject,® retinal 
detachment is one of the major eye catastrophes. lor- 
tunately, it is not of frequent occurrence and, fortu- 
nately, more than 50 per cent of these cases can be 
operated on successfully. Operative procedure is a 
combination of surface and puncture coagulations with 
well-controlled diathermy. 


An operation which has not received publicity and 
which does not restore hearing or sight, but which does 
cure an annoying and heretofore chronic condition is 
rhinodacryocystotomy. It is for the cure of chronic 
dacryocystitis and epiphora, or ‘tearing, and resulted 
from the interest of a rhinologist in the problem which 
had always been approached externally by the ophthal- 
mologist. The operation accomplishes a permanent 
fistula from the lacrimal sac directly into the nose, and 
the procedure is carried out through the nose. Satis- 
factory results are obtained in practically every case. 


Throughout the entire eye, ear, nose, and throat 
field, surgical improvements have been made which 
have kept it well abreast of the other surgical fields. In 
his article, “Endoscopy at the Crossroads,” Richards‘ 
writes as follows, “Of the many specialized fields of 
medicine, few have made more rapid strides than that 
of otolaryngology. From a position of relative in- 
feriority, with timid surgical foundations and _ restric- 
tions to conservative office procedures, this specialty 
has advanced: to occupy a distinguished clinical and 
investigative position which ranks favorably with any 
other branch of medicine. The exacting demands for 
surgical skill and anatomical knowledge have been met 
by an increasing proficiency in the basic and clinical 
training of the otolaryngologist and the days when a 
tongue depressor and an atomizer were the chief 
required armamentarium have receded almost beyond 
recollection.” 

Many of these improvements have been made as 
the result of improvement in instruments, lighting, 
anesthesia, suture materials, and refinements of long- 
established operative technics. Improved _ training 
facilities and higher standards set by certifying boards 
and specialty societies must be given credit for some 
of the progress. 


A good example of these improvements is shown 
in the cataract operation. No major changes have been 
introduced since the development of the Smith-Indian 
operation and Barraquer’s suction technic, except the 
nearly universal use of sutures. The needles and suture 
material and suturing technics have undergone constant 
improvement, so that now the freedom of motion of the 
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patient has been greatly liberalized and the ordeal of 
convalescense greatly lessened. Probably the most 
satisfactory of all cataract suturing is the corneal- 
scleral type, using five or six O silk on a swaged 
needle, or a fine silk on a Kalt needle. The control 
of the lids by O’Brien’s akinesia, improved anesthesia 
by postocular block, and control of the eye in some 
cases by suturing the superior rectus muscle have been 
accepted universally only recently, though none is 
new. Following cataract surgery patients are now 
often turned on the side after 8 hours and are often 
sitting up on the fourth or fifth postoperative day. 
Certain changes in operative technic, such as shorter 
initial incision with enlargement by use of scissors, or 
the keratome incision with scissor enlargement (after 
the technic of Lancaster) have made the operation 
more successful for the occasional operator. Whether 
to leave a round or keyhole pupil and whether to do 
an intracapsular or extracapsular operation are still im- 
portant decisions to be made as the result of experience. 
In some of the largest eye clinics, where experience is 
great, they continue to use the simplest possible procedure 
for each individual case. In some of the very large clinics 
sutures are not used at all, a round pupil is rarely 
risked, both eyes are kept bandaged for 5 to 7 days, 
and the patient kept quiet in bed for 9 to 10 days. The 
nerve block for control of the lids is used; otherwise 
no basic change has been made in 25 or more years in 
these clinics. 

Better understanding of the problem of squint 
and better judgment in selection of one of several, or 
a combination of, operative procedures have resulted 
in greater success in these cases. They have also re- 
sulted in more frequent use of surgery and have 
thereby lessened the ordeal of prolonged nonoperative 
training procedures. However, the outcome of the 
surgery often depends upon the preoperative and post- 
operative care. 

The more general use of surgery in glaucoma 
produces better end results, but here not only the 
operative procedure but the time of the surgery is 
critical. The introduction of the postocular block for 
temporary reduction of tension and for satisfactory 
anesthesia has contributed much towards the success- 
ful outcome. In an article’ written for the American 
Osteopathic Association annual meeting in Seattle in 
1931, I called attention to the fact that some cases of 
glaucoma appeared to be an allergic manifestation. 
This has since been substantiated but further work 
must be accomplished before surgery can be avoided 
with safety in many cases. The possibility of allergy 
should always be considered in dealing with glaucoma. 

Only very slight changes in technic have been in- 
troduced in surgery of the lids since Blaskovics’ ptosis 
operation was introduced. His operation was first 
described in 1929.° The use of the new implants in the 
orbital cavity following enucleation assures even more 
naturalness in appearance following this operation. 
One of the newest and best of these is the Cutler 
implant. 

In the field of reconstruction by plastic surgery the 
greatest advances were made during and following the 
first World War; still further progress was made 
during World War II and continues to be made. 

Peroral endoscopy has made enormous strides in 
the past few years, not only through improvement in 
instruments and technic, but also through an increase 

in the number of men who are well trained in carry- 
ing out these procedures which are the rule now, 
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rather than the exception. Earlier use of the direct 
laryngoscope and bronchoscope, together with better 
technic in the use of x-ray and radium have decreased 
the need for radical procedures on the larynx and 
made possible a happier outlook for these patients. 
The importance of the nasopharynx has long been 
recognized by the osteopathic otorhinolaryngologist. 
He has been meticulous in the removal of adenoids 
and in clearing the fossae of Rosenmueller of adhe- 
sions and infected lymphoid tissue. He has stressed 
this particularly in cases of tubal deafness. In spite of 
his care there have been failures, cases where the 
lymphoid tissue recurred. Some of us have had x-ray 
used to prevent this recurrence, but it has been found 
that radium placed in the nasopharynx through the 
nose is more effective and more easily controlled. 
Therefore, radium has been used for several years to 
prevent the recurrence of adenoid and lymphoid tissue 
in the nasopharynx and to clear infection in that. area. 

A better understanding of the part played by 
allergy in nasal and sinus disorders has led to a de- 
crease in the amount of surgery done on the sinuses. 
When an acute infection of virulent type exists in the 
sinuses, the need for surgery is often urgent. In many 
cases only the external approach to these cavities will 
give satisfactory results. The term “radical” surgery 
has been applied here, but this surgery is in no sense 
radical in the commonly accepted meaning of the word. 
Gatewood" has developed an improved surgical technic 
for opening and draining the frontal, ethmoid, sphe- 
noid, and maxillary sinuses. This surgical technic is 
based on a modification of the Jansen-Ritter (Lynch) 
and Caldwell-Luc procedures for chronic sinusitis. It 
is sometimes possible to avoid surgery of the sinuses 
by means of a properly performed submucous resec- 
tion of the nasal septum which normalizes the nasal 
and sinusal physiology. Submucous resection is an 
operation that has received much adverse criticism 
from members of the profession. Many men in general 
practice and in other fields of surgery have advised 
their patients against it. However, it is one of the 
most important of operative procedures and one re- 
quiring considerable skill, dexterity, and proper equip- 
ment for correct performance. Good judgment is re- 
quired as to when the work should be done and what 
procedures are mecessary before and after the opera- 
tion. The purpose of the operation is to establish 
normal aeration of, and normal drainage from the 
sinuses, and to remove abnormal points of contact 
which are producing reflex disturbances both in the 
nose and remote from the nose. Some cases require 
rhinoplastic work in connection with the submucous 
resection. The properly performed submucous resection 
never needs to be repeated; it is extremely difficult to 
correct one improperly performed. 

Many deformities of the nose, including those of 
the septum, could be avoided by the correct handling 
of fractures of the nose, malar bones, and other facial 
bones. Fracture of the mandible and of the maxilla 
involving the upper dental arch should be handled by 
the dental surgeon, but certainly fractures of the nose 
and malar bone and those involving the orbital rim 
should have the benefit of the services of the rhinolo- 
gist. 

No major changes have taken place in acute 
mastoid surgery. It has long been established that in 
mastoid involvement, complete exenteration of the 
mastoid cells should be performed. This is usually 
done best 3 to 4 weeks after onset of infection. In 
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surgery of the old, chronic mastoiditis the endaural 
approach has many advantages over the postauricular 
approach, and complete and satisfactory healing is the 
rule when this operation is performed. Every chronic- 
ally discharging ear should be surveyed by an otologist 
to determine the exact nature of the pathology and 
to outline treatment accordingly. 


The sulfonamides and penicillin are preventing the 
destruction of many eyes by gonococcic infection and 
trachoma, and, undoubtedly, they are warding off many 
mastoid and sinus infections. Once the mastoid cells 
are involved or once the sinuses are heavily involved, 
surgery plus the use of the antibiotics is absolutely 
necessary. 


In eye, ear, nose, and throat surgical field, many 
different operations need to be performed—some are 
fairly common, some are done only occasionally, and 
others are quite rare. For the best interests of the 
patient there should be teamwork within the specialty 
as well as with other physicians, so that some of the 
rare procedures are either carried out or supervised 
by the man who has the benefit of experience on such 
cases. A man may be qualified to perform or super- 
vise one rare operation, but might himself, need aid 
or supervision in some other. 


Chevalier Jackson began his career as a specialist 
in otorhinolaryngology, but he soon gave up the idea of 
doing anything except peroral endoscopy and surgery 
of the larynx. He found that the men best adapted to 
developing skill in this field were otorhinolaryngolo- 
gists but as the field developed the importance of this 
procedure to the specialist in chest diseases and even 
to the gastroenterologist, became apparent. A number 
of chest men have perfected themselves in this work. 
As an eye, ear, nose, and throat specialist, I feel that 
there is considerable argument in favor of endoscopy 
by the specialist in chest diseases rather than by the 
otorhinolaryngologist, or better still, that the work 
be carried out by one limiting himself entirely to the 
endoscopic field. As a matter of fact the lines of 
demarcation in various specialties have yet to be 
drawn, but the amount of training and armamentarium 
required for each particular field are so great, and the 
ease and success with which the highly trained man 
can carry out his work so marked in comparison 
with one covering too large a field, that the lines of 
specialization will be drawn more distinctly either 
by the profession, or for them by the public. For more 
detail on this problem I refer you again to Richards’ 
article, “Endoscopy at the Crossroads.”’ 


A surgeon should be first a physician; he should 
always be a physician, a healer. He should be specially 
skilled inherently, specially trained, specially equipped, 
but first and foremost he should be a physician with 
a background of general practice to give him an under- 
standing and appreciation of the problems of life. He 
must be capable of teamwork—this quality should be 
a prerequisite of all physicians for medicine and 
surgery are becoming more and more in need of 
team practice. The information available today is too 
great for any one man to coordinate; the skills re- 
quired are too great for any one to perfect; the 
modalities are too intricate for any one to understand 
and control properly. With the great and rapid ad- 
vances in the science and art of healing, the art of 
working with and appreciating our colleagues must 
be greatly advanced. Recognition of this fact is not 
new. Teamwork has been practiced in groups here and 
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there for a good many years, but it is just now being 
recognized by the profession generally. This general 
recognition by the profession is following the recog- 
nition by the public, who have benefited and thus 
become conscious of the team physicians. Individual- 
ism and isolationism must be abandoned in favor 
of cooperative team effort. 
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GRADUATE COURSES OFFERED 
College of Osteopathic Physicians and Surgeons.—Labo- 
ratory surgery, September 6 to October 1. Write to Dean of 


Admissions, Graduate School, 1721 Griffin Ave., Los Angeles, 
31. 


Des Moines Still College of Osteopathy and Surgery.— 
Ninth biannual postgraduate course in cranial work. Basic 
course, October 11 to 23; advanced course, November 1 to 13. 
For further information write John B. Shumaker, D.O., Dean, 
720-722 Sixth Ave., Des Moines 9, Iowa. 
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Studies on the Therapy of Leprosy—“Chaulmoogra oil 
has been entirely abandoned in favor of the sulfones. The 
superior therapeutic action demonstrated by the sulfones in 
early as well as far advanced lepromatous leprosy prompted 
this change. . . . Sulfone drugs are not claimed to be specific 
remedies nor are rapid or spectacular cures seen from their 
use. The most remarkable or unusual features of the drugs 
are the almost universal improvement noted and the fact that 
the disease seldom, if ever, becomes worse during treatment. 
They are slow in action. Definite objective clinical improve- 
ment does not appear until after 3 to 6 months of treatment. 
After this, improvement is progressive with few if any 
relapses.” 


The Geographical Incidence of Poliomyelitis with Special 
Reference to Some Features of the Disease in the Tropics— 
“Tropical poliomyelitis has been held to differ from the dis- 
ease as seen in temperate countries in the following particulars : 


“1. In tropical countries, the majority of cases occur 
in children under 5, whereas in America, Australia, and 
Scandinavia, there is a greater incidence in the older child. 

“2. Colored people have been held to be more resistant 
to infection than white races, and to develop the paralytic 
form of the disease less frequently. 

“3. The disease has seldom been reported in the form 
of large epidemics, rather it occurs as an endemic infection.” 

Hookworm Anemia—A Deficiency Disease—“Using mod- 
ern haematological technics, the problem of the genesis of 
hookworm anemia has been attacked anew. The results show 
that a nutritional deficiency is closely associated with the 
parasites in the production of the anemia. Special importance 
is attached to the reduction of the iron reserves. The hook- 


worms drain iron from the host, and the deficient diet fails 


to provide the minimum requirements for its replacement. 
Thus, as mm certain other diseases, an etiological complex is 
involved. Therefore, hookworm disease cannot be considered 
as a simple helminthiasis, but primarily as a deficiency disease 
and should be calied ‘hookworm anemia.’ Finally, two 
fundamental concepts must be stressed. First, prophylaxis 
must consist primarily of the periodic administration of iron, 
without relation to attempts to prevent infection; and sec- 
ond, the treatment of severe hookworm anemia must always 
begin by the restoration of the haemoglobin level by iron 
therapy; only then should anthelminthics be given to remove 
the parasites.” 

The Training of Public Health Personnel on Tropical 
Medicine—“To be prepared to control any situation which 
arises, the general teaching of tropical and the so-called exotic 
diseases must be emphasized in the curriculum of the various 
medical schools.” 

BCG Vaccination in the Control of Tuberculosis—“*A 
study of the effectiveness of BCG vaccine in controlling tuber- 
culosis was begun in 1936, among Indians living on four 
widely separated Indian Agencies and in some communities 
of southeastern Alaska. . . . This controlled study indicates 
that the use of BCG vaccine is a safe and practical pro- 
cedure and that it has significantly reduced the mortality 
from tuberculosis in a highly infected population during the 
9 to 11 years period of observation.” 

New Insecticides, Acaracides, and Repellents for the 
Control of Arthropods Attacking Man—“DDT has set a high 
standard of performance for insecticides designed to control 
arthropods of medical importance. 

“.. TDE, one of the most promising analogs of DDT, 
has shown a high degree of toxicity to larvae of mosquitoes, 
black flies, and certain other aquatic Diptera, but it is gen- 
erally less effective than DDT for other purposes. Methoxy- 
chlor, although less effective than DDT, is not so toxic to 
warm-blooded animals. 

“Benzene hexachloride is one of the most effective 
insecticides and acaracides known. However, it does not have 
the persistent residual property possessed by some of the 
other materials, and its objectionable odor is also a disad- 
vantage in practical control. 

“Chlordane is also a highly effective material for con- 
trolling certain insects, ticks, and mites. It is less persistent 
than DDT when used as a residual treatment. It is especially 
effective against certain household insects, such as cockroaches 
and ants. 

“Chlorinated camphene is generally less effective than 
DDT for controlling flies and mosquitoes. It is indicated 
to be promising for use against ticks and mites. F 

“Parathion is unusually toxic to practically all arthropods 
attacking man and animals. However, it is also extremely 
toxic to warm-blooded animals, and its use in the field of 
medical entomology is likely to be limited. 

“Piperonyl butoxide, one of the most effective pyrethrum 
synergists known, greatly enhances the toxic action of py- 
rethrum against house flies, mosquitoes, and various other 
household pests.” 


ADVANCES MADE IN NEUROPSYCHIATRIC 
SERVICE OF VETERANS ADMINISTRATION 

Improved technics in the care of mentally-ill veterans 
are enabling Veterans Administration, for the first time in 
many years, to discharge about as many patients as it admits 
to its neuropsychiatric hospitals. 

Generally, admissions and requests for care exceed the 
number of patients discharged. 

However, during a recent ten-month period (July, 1947, 
through April, 1948) 1,060 more patients with neuropsychiatric 
disorders were discharged from hospitals than were admitted. 
During this period, a total of 51,210 patients was admitted for 
eare and 52,270 were discharged as improved or cured. 

For the 22-month period from July, 1946, through April, 
1948, a total of 107,579 patients was admitted to hospitals 
for treatment, compared with 106,694 discharges, or only 
885 more admissions ‘than discharges. 

This is an indication that improved methods of care 
and establishment of more mental hygiene clinics for out- 
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patient treatment -have enabled VA to keep its hospital load 
of mentally-ill from increasing substantially. 

“It is the policy of VA’s Neuropsychiatric Service to 
treat actively mentally-ill veterans for their ailments before 
they become hospital patients, if possible, and to make every 
effort to see that they are returned to thcir homes in restored 
or improved health,” Dr. Harvey Tompkins, chief of VA's 
NP service, said. 

Improved or new technics and new policies permitting 
more effective and more rapid treatment of mental patients 
include : 

1. Establishment of NP units in general medical hos- 
pitals to permit intensive early treatment of acute psychotic 
and other psychiatric patients 

2. Establishment of general medical and surgical sections 
in NP hospitals, along with the organization of acute in- 
tensive treatment, and continued treatment services for ihe 
acutely ill and long-term patient 

3. Use of electric shock and insulin shock therapy 

4. Performance of prefrontal leukotomies on_ selected 
groups of patients 

5. Increased use of psychotherapy, both individual and 
group 

6. Extensive educational programs, residency training and 
affiliation with top medical schools in all the neuropsychiatric 
specialties 

7. Extension of mental hygiene clinics to treat eligible 
veterans before they become ill enough to he hosp‘tal patients 

8. Introduction of the “team technic” in the menta! hy- 
giene clinics. Each team—consisting of a psychiatrist, clin’cal 
pschologist and two psychiatric social workers—carries a full 
case load of patients, greatly speeding treatment and 
preventing many veterans from becoming patients in mental 
hospitals by early effective treatment of their illnesses. 

9. Testing of the “team technic” in the rural areas in 
hope of bringing “traveling mental hygiene clinics” to vet- 
terans outside metropolitan areas 

10. Reorganization of the neurology service and estab- 
lishment of neurological diagnostic and treatment centers to 
which patients from areas lacking competent neurological 
staffs can be referred 

11. Establishment of a clinical psychology program which 
has become a vital part of the diagnostic and treatment teams 
in hospitals and clinics (Through the interest of psychologists, 
neurologists and psychiatrists, many research studies into lit- 
tle-known diseases and injuries have been undertaken.) 

12. Wide-spread utilization of volunteer workers in mental! 
hospitals and development of a program of public education 
regarding mental illnesses 

13. Participation of VA’s professional people in com- 
munity and professional activities outside the hospitals 

14. Establishment of research programs into the causes 
of war neuroses, epilepsy, schizophrenia, and other ailments 
(Group psychotherapy, shock therapy and other methods of 
cure also are subjects on the research programs.) 

15. Establishment of special laboratories for studies in 
pathology and psychosomatic disorders 

16. More extensive use of narco-synthesis and hypnosis 

17. Intensive medical rehabilitation for chronic patients, 
including those suffering from diseases of old age (A current 
survey reveals that despite improved rates of discharges from 
hospitals, 74 per cent of all the patients presently in NP 
hospitals have been there for over a year and 55 per cent 
of the NP hospital population have been there for 3 years. 
Concerted efforts are being made to rehabilitate this group 
so that they may leave the hospital or be better able to care 
for themselves within ‘the hospital. Plans to effect these 
goals include intensive application of physical medical re- 
habilitation procedures for all chronic patients including the 
aged, wide extension of trial visits both in the patient’s own 
home or other suitable supervised home, and the establish- 
ment of hospital clinics to assist trial-visit patients in re- 
maining out of the hospital.) 

18. Inauguration of a physical medicine rehabilitation pro- 
gram, including aural rehabilitation and speech correction, 
educational therapy, manual arts therapy, and physical therapy 
to assist in the physical and mental recovery of all veteran- 
patients. 
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A MATTER OF HISTORY 


Elsewhere in the columns of the De- 
partment of Public Relations, Dr. C. D. 
Swope gives a resume of the Selective 
Service Act of 1948 as finally passed by 
Congress and signed by the President 
June 24. Under this Act the President 
is empowered to provide for deferments 
of persons in scientific and other special- 
ist categories. 


As to whose advice the President 
should take in fixing deferment policies, 
the Armed Services Committees of the 
House and Senate in their reports on 
the legislation strongly recommended 
that the Selective Service System should 
not have conclusive jurisdiction for de- 
termining deferment for scientific and 
other specialist categories, but that pol- 
icy control for that purpose should re- 
side in the National Security Resources 
Board. The reports of the Committees 
state that the recommendations of the 
Board, if approved by the President, 
should be transmitted to the Selective 
Service System in the form of Exec- 
utive order. 


In the closing hectic days of debate 
on Senate Draft Bill $.2655, Senator 
Saltonstall of Massachusetts, acting for 
the Chairman of the Armed Services 
Committee, prevailed upon the Senate 
to reject an osteopathic amendment sub- 
mitted by Senator Morse of Oregon 
which would have expressly included 
the osteopathic along with the medical 
and dental professions as subject to 
special registration and special call. (An 
amendment to that effect had already 
been included and passed in House Bill 
HR.6401 as reported in the June Jour- 
NAL, pp. 550-552.) The voice vote in 
the Senate was so close it was necessary 
to have a standing vote (numbers un- 
recorded). 


The contentions of both sides are in- 
cluded in the following reprint of the 
Senate debates of June 8: 


‘Ihe PRESIDING OFFICER. The bill 
is open to further amendment. 

Mr. MORSE. Mr. President, I call up 
the second of my four amendments, the 
one identified by the letter “H.” 

The PRESIDING OFFICER (Mr. CaIn 
in the chair). The amendment will be 
stated. 

The Chief Clerk read as follows: 

On page 7, line 6, after the word “medical”, 
insert “(including the osteopathic).” 

On page 8, line 4, after the word “surgery”, 
insert “or osteopathy.” 

On page 8, line 8, after the word “surgery”, 
insert “or osteopathy.” 

On page 8, line 17, after the word “surgery”, 
insert “or osteopathy.” 

Mr. MORSE. Mr. President, last eve- 
ning I discussed the amendment very 
briefly, as appears at page 7451 and fol- 
lowing in the CONGRESSIONAL REcoRD. I 
shall not discuss it at any considerable 
length at this time, other than to point 
out that I now hold in my hand a letter 
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which I have received from the repre- 
sentatives of the osteopaths. I wish to 
call attention to one paragraph of the 
letter, as follows: 

Congress provided for osteopathic physi- 
cians as medical officers in the Navy (Public 
Law 604, 79th Cong.); and as medical officers 
in the United States Public Health Service 
(Public Law 425, 80th Cong.), which, under 
Executive order, is at this time a military 
organization. The Army is also authorized 
to grant medical commissions to osteopathic 
graduates. During the Seventy-seventh Con- 
gress (Public Law 580, 77th Cong.), Congress 
specifically authorized osteopathic graduates 
as interns in Army hospitals with the under- 
standing, as evident in the hearings at the 
time, that such internships lead to commis- 
sions as medical officers in the Medical Re- 
serve Corps. In 1946 Congress provided for 
osteopathic graduates as physicians in the 
Department of Medicine and Surgery of the 
Veterans’ Administration (Public Law 293, 
79th Cong.) 


Mr. President, I think we can dispose 
of this amendment, if the Senate wishes 
to vote on the merits of it, by this one 
argument: All branches of the armed 
service use certified osteopathic physi- 
cians¢ Inasmuch as in the past we have 
incorporated in a series of Federal laws 
specific authorization for the use of Os- 
teopathic physicians, then certainly in 
this draft law they should be placed on 
the same basis as medical doctors and 
dentists. 

Mr. President, with that statement I 
close, except I ask unanimous consent to 
have inserted in the Recorp, as part of 
my remarks, the letter which I have re- 
ceived this morning from the osteopathic 
physicians, and also a copy of Bulletin 
No. 41, issued by the National Head- 
quarters of the selective-service system 
on December 14, 1942, with special refer- 
ence to the drafting of osteopathic phy- 
sicians. 

There being no objection, the letter 
and bulletin were ordered to be printed 
in the Recorp, as follows: 

WASHINGTON, D. C., June 8, 1948. 
In re Morse osteopathic amendments to 
S. 2655. 
The Honorable WAYNE Morse, 
United States Senate, Washington, D. C. 

Dear SENATOR Morse: Section 4 (c) makes 
it clear that doctors of medicine and den- 
tists up to 45 years of age will not be in- 
ducted unless the needs of the Armed Forces 
for their professional services require it. 
That is in deference to the acknowledged 
fact that there is an over-all shortage of 
medical and dental care for the civilian pop- 
ulation, and the draft should not be per- 
mitted to aggravate that sliortage except 
to the extent absolutely necessary to meet 
the medical and dental needs of the Armed 
Forces. . 

Doctors of osteopathy render the same 
scope of services in many States as do doc- 
tors of medicine. They are licensed in all 
the States. They practice obstetrics in all 
but about five States. They are licensed 
in major operative surgery in more than 
30 States. They staff more than 300 hos- 
pitals. In a number of jurisdictions they 
evidence their comparable training by tak- 
ing the same State examination and receiv- 
ing the same or equivalent licenses to prac- 
tice as do doctors of medicine. 

Congress provided for osteopathic physi- 
cians as medical officers in the Navy (Pub- 
lic Law 604, 79th Cong.); and as medical 
officers in the United States Public Health 
Service (Public Law 425, 80th Cong.), which 
under Executive order is at this time a 
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military organization. The Army is also 
authorized to grant medical commissions 
to osteopathic graduates. During the 
Seventy-seventh Congress (Public Law 580, 
Tith Cong.), Congress specifically authorized 
osteopathic graduates as interns in Army 
hospitals with the understanding as evident 
in the hearings at the time, that such intern- 
ships lead to commissions as medical officers 
in the Medical Reserve Corps. In 1946, 
Congress provided for osteopathic graduates 
as physicians in the Department of Medicine 
and Surgery of the Veterans’ Administration 
(Public Law 293, 79th Cong.). 

In his opening speech on the bill, Senator 
Gurney explained as recorded on pages 
7174-7175 that osteopathic physicians were 
not included with doctors of medicine and 
dentists because, said the Senator: “The 
shogtage of doctors (M. D.’s) and dentists 
left in civilian communities was acute— 
the same cannot be said to have been true 
as regards the others.” The Senator ap- 
parently overlooked the fact that as early 
as December 1942, the War Manpower Com- 
mission certified to Selective Service that 
the practice of medicine, dentistry, osteop- 
athy, and veterinary medicine were critical 
occupations, and the Selective Service Sys- 
tem after citing that fact issued a directive 
on December 14, 1942, listing doctors of 
osteopathy with doctors of medicine and 
dentists as engaged in critical occupations. 
(See attached Selective Service Occupational 
Bulletin No. 41.) That grouping of doctors 
of medicine, dentists, and doctors of osteop- 
athy in the same category by selective serv- 
ice continued thereafter throughout the 
tenure of selective service. 

Doctors of osteopathy should not be drafted 
except for the purpose of filling the needs 
of the Armed Forces for their professional 
services, and then only from commufities 
which can best spare their professional serv- 
ices. To that end, it is vital that section 
4 (c) shall expressly include members of the 
osteopathic profession. 

Very truly yours, 
L. L. Govurter, 
Legal Counsel, 
American Osteopathic Association. 


NATIONAL HEADQUARTERS, 
SELEcTIvVE SERVICE SyYsTEeM, 
Washington, D. C., December 14, 1942. 
Occupational Bulletin No. 41. 
Effective: Immediately. 
Subject: Doctors, dentists, veterinarians, and 
osteopaths. 

1. Persons qualified. 

There are certain persons trained, quali- 
fied, or skilled in the practice of medicine, 
dentistry, veterinary medicine, and osteop- 
athy, who, if engaged in the practice of 
their respective professions, are in a position 
to perform vital service in activities essential 
to war production and to the support of the 
war effort, and in activities the maintenance 
of which is necessary to the health, safety, 
and welfare of the Nation. 

2. Critical occupations. 

The War Manpower Commission has certi- 
fied that in the practice of medicine, dentis- 
try, veterinary medicine, and osteopathy, and 
in training and preparation therefor, there 
are critical occupations, which, for the prop- 
er discharge of the duties involved, require a 
high degree of training, qualification, or 
skill. Attached is a list of “critical occupa- 
tions” in medicine, dentistry, veterinary 
medicine, and osteopathy. 

3. Consideration of occupational classifica- 
tion. 

The War Manpower Commission has certi- 
fied that there are serious shortages of per- 
sons trained, qualified, or skilled to engage 
in these critical occupations. Accordingly, 
careful consideration for occupational classi- 
fication should be given to all persons 


trained, qualified, or skilled in these critical 
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occupations and engaged in activities essen- 
tial to the health, safety, and welfare neces- 
sary to war production and essential to the 
support of the war effort, and persons in 
training and preparation therefor. 

4. Students in preprofessional training. 

A registrant who is in training and prep- 
aration as a premedical, predental, preveter- 
inarian, or preosteopathic student, pursuing 
courses in liberal arts or sciences in a recog- 
nized university or college, may be consid- 
ered for occupational deferment after com- 
pletion of his first academic year in such 
preprofessional course, and thereafter, if he 
is a full-time student in good standing, if 
he continues to maintain good standing in 
such course of study, and if it is certified by 
the institution that he is competent and that 
he gives promise of successful completion of 
such course of study and acquiring the neces- 
sary degree of training, qualification, or skill. 

5. Students in professional schools. 

A registrant who is in training and prep- 
aration as a medical, dental, veterinary, or 
osteopathic student, in a recognized medical 
school, dental school, school of veterinary 
medicine, or school of osteopathy, shall be 
considered for occupational classification 
during the period of such professional course, 
provided he is a full-time student in good 
standing, he continues to maintain good 
standing in such course of study, and if it is 
certified by the institution that he is com- 
petent and that he gives promise of the 
successful completion of such course of study 
and acquiring the necessary degree of train- 
ing, qualification, or skill to become 4 
recognized medical doctor, dentist, doctor of 
veterinary medicine, or osteopath. 

6. Interns. 

A registrant who has completed his pre- 
professional and professional training and 
preparation as a medical doctor, dentist, or 
osteopath, and who is undertaking further 
studies in a hospital, institution, or dental 
clinic, giving a recognized interneship, shall 
be considered for occupational classification 
so long as he continues the interneship, but 
for a period not to exceed one complete 
year. 

7. Opportunity to engage in profession. 

When a registrant has completed his train- 
ing and preparation in a recognized college or 
university, or in a recognized haspital, in- 
stitution, or dental clinic, and has acquired 
the high degree of training, qualification, or 
skill in one of these professional fields, such 
registrant should then be given the oppor- 
tunity to become engaged in the practice of 
his profession in the armed forces, or in a 
civilian activity necessary to the public 
health, safety, or welfare, necessary to war 
production, or essential to the support of the 
war effort. In many instances following 
graduation from a recognized college or uni- 
versity, or the completion of an interneship, 
a certain period of time will be required in 
the placing of such persons in an essential 
activity. When a registrant has been de- 
ferred as a necessary man in order to com- 
plete his training and preparation, it is only 
logical that his deferment should continue 
until he has had an opportunity to put his 
professional training and skill to use in the 
best interest of the Nation. Accordingly, 
following graduation in any of these pro- 
fessional fields or following an interneship, 
a registrant should be considered for further 
occupational classification for a period of not 
to exceed 60 days, in order that he may have 
an opportunity to engage in a critical occu- 
pation of his profession in the armed forces, 
war production, support of the war effort, 
or in an activity essential to civilian health, 

safety, or welfare, provided that during such 

period the registrant is making an honest and 
diligent effort to become so engaged. 

8. Deferment permitted whether or not 
commission is pending. 
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The official statement of any recognized 
premedical, predental, preveterinary, or pre- 
osteopathic college or university, the official 
statement of any recognized medical, dental, 
veterinary, or osteopathic college or univer- 
sity, or the official statement of any hospital, 
institution, or dental clinic, giving a recog- 
nized interneship, showing that a registrant’ 
satisfies the requirements of this bulletin, 
shall be sufficient for the consideration of 
such registrant for occupational classifica- 
tion on occupational grounds solely. Reg- 
istrants will be considered for occupational 
classification as prescribed in this bulletin 
without regard for the fact that a commis- 
sion in the armed forces may be granted to 
him or is pending. 

9. Procurement and Assignment Service. 

In order that every doctor, dentist, or 
veterinarian may render the greatest pro- 
fessional service to the Nation, the President 
has created the Procurement and Assign- 
ment Service for the purpose of gathering 
information with respect to the supply of 
qualified medical doctors, dentists, and doc- 
tors of veterinary medicine. To work with 
headquarters of the Procurement and As- 
signment Service, there have been appointed 
for each State and the District of Columbia, 
a State chairman for medical doctors, a State 
chairman for dentists, and a State chairman 
for doctors of veterinary medicine. When 
considering the classification of any regis- 
trant who is a medical doctor, dentist, or 
doctor of veterinary medicine, the Director 
of Selective Service desires that local boards, 

through the State Director, shall consult with 
the respective State chairman of the Procure- 
ment and Assignment Service. 

10. List of State chairmen. 

Names and addresses of the respective 
State chairman of the Procurement and As- 
signment Service will be provided to State 
directors from time to time. 

11. Effective period of this bulletin. 

This bulletin is effective until July 1, 1943, 
unless sooner amended. During the ef- 
fective period of this bulletin the War Man- 
power Commission is giving further study to 
the training and preparation and utilization 
of persons trained in these professional fields. 


OcCUPATIONAL BULLETIN No. 41 
CRITICAL OCCUPATIONS—MEDICAL, DENTAL, VET- 
ERINARY AND OSTEOPATHIC 

Preprofessional student after completion, 
of his first academic year in such preprofes- 
sional course: Premedical, predental, pre- 
veterinary, preosteopathic. 

Professional students during full profes- 
sional course following completion of prepro- 
fessional course: Medical, dental, veterinary, 
osteopathic. 

Intern in hospital, institution, or dental 
clinic, giving recognized internship follow- 
ing completion of professional studies: Med- 
ical interns, dental interns, osteopathic in- 
terns. 

Persons engaged in practice of their re- 
spective professions: Medical doctors, den- 
tists, doctors of veterinary medicine (engaged 
in care of animals raised and md¢intained for 
work or food or in the inspection of meat 
food products), osteopaths. 


Mr. MORSE. Mr. President, we used 
osteopathic physicians during the war. 
If we are going to make use of them in 
the future, I think we should put them 
on the same basis as medical doctors and 
dentists. 

I also ask unanimous consent to have 
printed in the Recorp, as a part of my re- 
marks, a statement by Dr. Chester D. 
Swope, of the American Osteopathic As- 
—. on the Selective Service Act of 
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There being no objection, the state- 
ment was ordered to be printed in the 
ReEcorD, as follows: 

STATEMENT BY Dr. CHESTER D. SWOPE, AMERI- 
CAN OSTEOPATHIC ASSOCIATION, ON SELECTIVE 
Service Act or 1948 

SUMMARY 

During World War II, doctors of osteopa- 
thy and a number of dentists and some doc- 
tors of medicine were drafted as privates. 

It took 7 years beyond high school to train 
them as doctors, yet not a single osteopathic 
physician was commiissioned and utilizied as 
a doctor. They served as privates or petty 
officers. 

Such waste of medical manpower is in- 
defensible, but it will happen again unless 
this legislation shall require that every osteo- 
pathic physician selected for service under 
the act shall be commissioned as a medical 
officer and utilized in his professional ca- 
pacity. Such an amendment is submitted. 

The doctor of osteopathy is trained in drug 
therapy and major surgery. In a number of 
States he passes the same State board ex- 
amination in those subjects, and receives 
the same license to practice, as do the medical 
graduates. But he is especially schooled in 
body mechanics, and skilled in manipulative 
treatment restoring the proper relationship 
between the structure and function of the 

bedy, and it is in this phase of practice that 
the members of the armed services need him 
most. 

Any director of aviation training would 
agree with Capt. Tom Hamilton, Director of 
Naval Aviation Training during World War 
II, that aviation trainees need osteopathic 
care. 

Regular and Reserve medical officers who 
served with them during World War II rec- 
ommended that doctors of osteopathy be 
commissioned as medical officers. 
could then have been assigned to aviation 
training centers, or otherwise used in their 
professional capacity, but service medical 
policy denied every application for appoint- 
ment. 

The contention of the military and naval 
medical departments is that medical ap- 
pointments for osteopathic physicians would 
bring about disharmony. The same argument 
Was made when the Veterans’ Administration 
law was pending before Congress and it was 
repudiated by the Congress when the law 
was passed. There has been no disharmony 
in the Veterans’ Administration. 


STATEMENT SUBMITTED BY Dr. CHESTER D. 
Swope, WaSHINGTON, D. C., De- 
PARTMENT OF PUBLIC RELATIONS, AMERICAN 
OSTEOPATHIC ASSOCIATION, ON SENATE ComM- 
MITTEE PRINT No. 5, ENTITLED “SELECTIVE 
Seavics Act or 1948," Senate ARMED SERV- 
IcES COMMITTEE, APRIL 23, 1948 
Mr. Chairman and members of the com- 

mittee, thank you for this opportunity of 

submitting a statement in regard to Senate 

Committee Print No. 5, cited as the Selective 

Service Act of 1948. 

The American Osteopathic Association, you 
may be sure, favors revival of selective serv- 
ice whenever Congress finds the national 
security requires it. 

Some 11,000 osteopathic physicians or sur- 
geons are legally licensed and practicing in 
all the States, and approximately 80 per- 
cent are members of this association. 

Six schools of osteopathy and surgery and 
sixty-seven training hospitals are inspected 
annually and accredited by the association. 
These institutions are recognized by the 
State licensure agencies, and their graduates 
are acceptable to the Veterans’ Administra- 
tion and the United States Public Health 
Service for appointments as medical officers. 

All osteopathic colleges require a minimum 
of 2 years’ preprofessional college work (60 
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percent of current freshman classes have had 
3 years or more), and 4 years’ professional 
college work, making 7 years’ training (in- 
cluding 1-year internship). 

An annual average of 442 graduate from 
these schools in normal years. Current grad- 
uating classes are very small due to unavail- 
ability of preprofessional students during war 


years. 

There is an acknowledged shortage of 
physicians and dentists serving the civilian 
population. .An expansion of the armed 
forces will increase the over-all medical man- 
power needs because service personnel re- 
quire more doctors and dentists per thousand 
than do civilian personnel. 

The national interest, therefore, requires 
that the professional services of all physicians 
(allopathic, homeopathic, and osteopathic) 
and dentists shall be utilized to capacity. 

During Wofld War II doctors of osteopathy 
and a number of dentists and some doctors 
of medicine were drafted ag privates and 
their professional services wasted. 

It took 7 years beyond high school to train 
them as doctors, yet not a single osteopathic 
physician was commissioned and utilized as 
a doctor. They served as privates or petty 
officers. 

Such waste of medical manpower is inde- 
fensible, but the same thing will happen 
again unless this legislation shall require 
that every osteopathic physician who is se- 
lected for service under the act shall be 
commissioned as a medical officer and util- 
ized in his professional capacity. 

The doctor of osteopathy is trained in drug 
therapy and major surgery. In a number 
of States he passes the same State board 
examination in those subjects, and receives 
the same license to practice, as do the medi- 
cal graduates. But he is especially schooled 
in body mechanics and skilled in manipu- 
lative treatment restoring the proper rela- 
tionship between the structure and func- 
tion of the body, and it Is in this phase 
of practice that the members of the armed 
services need him most. 

Capt. Tom Hamilton, director of naval 
aviation training during World War II, asked 
for osteopathic care for his trainees. In his 
official recommendation he said: 

“The medical staff should be carefully se- 
lected for these centers. Competent doc- 
tors are necessary. However, their govern- 
ing policy must be the same as the rest of 
the centers; namely, to produce strong, tough 
men and, outside of necessary treatments, 
there will be no mollycoddling of these 
cadets. Certain injuries are inevitable in 
such a program, but due to precautions for 
safety having been taken, the whole pro- 
gram should not be allowed to slow down 
by fear of contracting injuries among a small 
minority of the students, thus softening the 
mental attitude of the majority. In addi- 
tion to a r-gular sick-bay or hospital staff, 
one or two sports physicians should be at- 
tached to the athletic staff to administer to 
the bruises, sprains, etc., as well as to con- 
sult on matters of posture, instruct in mat- 
ters of camp hygiene, etc. A staff of trainers 
should work under the direction of these 
sports doctors. At the risk of being branded 
for heresy, I further recommend that one 
of these sports doctors be an osteopath or 
one full acquainted with osteopathy 
methods.” 

Any director of aviation training would 
agree with Captain Hamilton, but his rec- 
ommendation came to naught because it was 
Stymied by Navy medical policy. 

Assuming that aviation trainees ought to 
have osteopathic care, no so-called policy 
should be permitted to deprive them of it. 
There is pending before Congress a measure 
for greatly expanding the Air Force, which 
will require many thousands of trainees—a 
compelling reason that this legislation re- 
quire medical commissions for osteopathic 
Physicians selected under the act, in order 
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that their professional services can be made 
available, particularly in the air-training 
centers. 

Time after time during World War II the 
Congress indicated in annual appropriation 
acts that doctors of osteopathy should be 
given medical commissions by the Navy. 
Finally, a permanent statute was enacted, 
approved August 2, 1946, as follows: 

“The President, in his discretion, is au- 
thorized to appoint, by and with the advice 
and consent of the Senate, graduates of re- 
putable schools of osteopathy as commis- 
sioned medical officers in the Navy, in such 
numbers as the President should determine 
to be necessary to meet the needs of the naval 
service for officers trained and qualified in 
osteopathy” (title 34, sec. 21b, U.S.C. A.). 

The bottleneck of naval medical policy has 
thus far prevented appointments under that 
law. 

When the question of appointment of doc- 
tors of osteopathy in the Department of 
Medicine and Surgery of the Veterans’ Ad- 
ministration was pending before the House 
Veterans Committee in October, 1945, Gen. 
Paul-R. Hawley said: “We used osteopaths in 
the rehabilitation hospitals in the European 
theater of operations. That service in one 
hospital, was headed up by a marr who was 
both a doctor of osteopathy and a doctor of 
medicine, and thé:men who worked under his 
supervisions were doctors of osteopathy.” 
Yet none of these men were given commis- 
sions as medical officers in the Army. Con- 
gress passed the bill for osteopathic appoint- 
ments as medical officers in the Veterans Ad- 
ministration, and several doctors of oste- 
opathy have been appointed. The Veterans’ 
Administration law reads: 

“Any person to be eligible for appointment 
in the Department of Medicine and Surgery 
must— * * -* in the Medical Service— 
hold the degree of doctor of medicine or of 
doctor of osteopathy from a college or uni- 
versity approved by the Administrator, have 
completed an internship satisfactory to the 
Administrator, and be licensed to practice 
medicine, surgery, or osteopathy in one of the 
States or Territories of the United States or 
in the District of Columbia” (title 38, sec. 
15d, U. A.). 

By Executive order, the United States Pub- 
lic Health Service is at this time a part of the 
armed forces. By act of Congress, approved 
February 28, 1948, osteopathic graduates are 
expressly eligible for appointment as com- 
missioned medical Officers in the Public 
Health Service, and the Public Health Serv- 
ice has indicated that appointments will be 
made. The law reads: 

“Graduates of colleges of osteopathy whose 
graduates are eligible for licensure to prac- 
tice medicine or osteopathy in a majority of 
the States of the United States, or ap- 
proved by a body or bodies acceptable to the 
Administrator, shall be eligible, subject to 
the other provisions of this act, for appoint- 
ment as commissioned medical officers in the 
Public Heaith Service” (title 42, sec 209d, 
U. S.C. A.). 

It is not a question of professional quali- 
fications which has kept osteopathic physi- 
cians from obtaining medical commissions in 
the Army and Navy. The contention of the 
military and naval medical departments is 
that medical appointments for osteopathic 
physicians would bring about disharmony. 
The same argument was made when the 
Veterans’ Administration law was pending 
before Congress and it was repudiated by the 
Congress when the law was passed. There 
has been no disharmony in the Veterans’ Ad- 
ministration. 

Letters from osteopathic physicians in the 
services during World War II indicated that 
many medical officers felt that the osteo- 
pathic physicians should be given medical 
commissions so that there would be no ques- 
tion about their right to render professional 
care for the members of the armed services. 


DEPARTMENT OF PUBLIC RELATIONS 615 


7485 


Medical officers with whom they served of- 
fered to vouch for their professional back- 
ground and that they were excellent officer 
material. For example, regular and reserve 
Navy medical officers with whom he served 
recommended Dr. Samuel Henderson Scott, 
an osteopathic physician, for a commission 
in the Medical Corps of the Navy. Their 
letters of recommendation are included in 
full at the end of this statement. 

Doctors of osteopathy are professionally 
trained to administer penicillin, sulfas, 
streptomicin, narcotics, and other drugs, and 
in some 300 osteopathic hospitals through- 
out the country they are competently per- 
forming the full range of major surgical op- 
erations. Many are certified by American 
osteopathic boards in the various specialties. 

Osteopathic physicians definitely are pro- 
fessionally equipped for general medical as- 
signment in the armed services. As they ex- 
cel in manipulative therapy, however, their 
professional services ought to be utilized in 
that field wherever possible. 

To insure maximum utilization of osteo- 
pathic manpower both in serving the needs of 
the armed services and the civilian popula- 
tion, the following amendments are respect- 
fully requested, namely: 

1. Sec. 105 (0), strike the words “member 
of the medical, dental, and veterinary profes- 
sions” and insert in lieu thereof the words 
“doctors of medicine, doctors of osteopathy, 
dentists, and veterinarians”. 

2. Sec. 105, add a new subsection (p) as 
follows: 

“(p) Any individual selected for service un- 
der this act (1) who is a graduate of a 
medical or osteopathic or dental school whose 
graduates are eligible for licensure to prac- 
tice medicine or osteopathy or dentistry in a 
majority of the States of the United States or 
who was so eligible at the time of his gradua- 
tion; and (2) whose physical and mental fit- 
ness for such service has been satisfactorily 
determined, shall be eligible to apply for a 
commission as an officer in the Medical Re- 
serve Corps or Dental Reserve Corps of the 
United States Army or the United States 
Navy, and upon such application shall, in 
lieu of induction into the armed forces of 
the United States for such service, be grant- 
ed such a commission and subject to order 
into active service.” 

The purpose of this amendment is to in- 
sure that doctors of osteopathy who are taken 
into the armed services shall be commis- 
sioned as medical officers and utilized in 
their professional capacity. 

The inclusion of doctors of medicine and 
dentists in the amendment is not intended 
as a commitment of those professions, al- 
though the American Medical Association 
suggested a similar amendment during World 
War II (p. 22, hearing on S. 783, 77th Cong. 
Senate Committee on Military Affairs). 

3. Immediately following the language pro- 
posed in amendment No. 2, insert a new sub- 
section as follows: 

“(q) (1) Students who are pursuing pre- 
professional courses of study in recognized 
colleges or universities who shall present an 
affidavit from the dean of such school or uni- 
versity that they are full-time students who 
are competent and give promise of the suc- 
cessful completion of such courses of study 
and an affidavit from a medical or osteopathic 
or dental school whose graduates are eligible 
for licensure to practice medicine or osteo- 
pathy or dentistry in a majority of the States 
of the United States that they are accepted 
for admission for professional studies upon 
completion of such preprofessional courses; 
(2) students who are preparing for the de- 
gree of doctor of medicine or dector of osteo- 
pathy or doctor of dental surgery or doctor 
of dental medicine at ‘medical or osteopathic 
or dental schools whose graduates are eligible 
for licensure in a majority of the States of 
the United States who shall present an af- 
fidavit from the dean of the school that they 
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are full-time students who are competent 
and give promise of successful completion of 
the preparation and training for such pro- 
fessional degree; (3) hospital interns and 
resident physicians and hospital dental in- 
terns and resident dentists who are graduates 
of medical schools or osteopathic schools or 
dental schools whose graduates are eligible 
for licensure in a majority of the States of 
the United States or who were so eligible at 
the time of their graduation from such med- 
ical or osteopathic or dental schools, but for 
a period not to exceed one complete year; 
(4) teachers at medical or osteopathic or 
dental schools whose graduates are eligible 
for licensure as doctors of medicine or doc- 
tors of osteopathy or doctors of dental sur- 
gery or doctors of dental medicine in a 
majority of the States of the United States 
who shall present an affidavit from the dean 
of the schdol and from two members of the 
executive committee of the faculty of such 
school that they are teachers essential to 
maintain teaching in such institutions shall 
be exempt from service (but not from reg- 
istration) under this act.” 

This amendment substantially confirms 
the policies pursued by selective service dur- 
ing World War II, except that deferrability of 
preprofessional students would be uninter- 
rupted. 

The sources of supply of medical manpower 
must be preserved. 

National headquarters of selective service 
and the local boards in general during World 
War II were cognizant of the necessity for 
insuring an adequate number of trainees in 
the healing arts, and they are to be com- 
mended for the sympathetic understanding 
with which they approached the problem. 
They did a very creditable job under great 
difficulty. 

This amendment will aid the Selective 
Service System. 


UnirTep STATES NavaAL Air STATION, 
BENNETT FIELD, 
Brooklyn, N. Y., November 23, 1942. 
To Whom It May Concern: 

I have known. Samuel Henderson Scott, 
pharmacist’s mate (second class), for the 
past 6 months and have been deeply .im- 
pressed by his ability and conscientious en- 
deavor. He is an outstanding young man, 
with an excellent professional background. 

I have found him adaptable, cooperative, 
and highly personable. He is of excellent 
officer material, and I sincerely trust that he 
will be so honored to receive a commission 
in the Medical Corps of the United States 
Naval Reserve. 

SAMUEL 
Lieutenant (MC), United States Navy. 


Unirep States Naval Air STATION, 
FPLoyp BENNETT FIELD, 
Brooklyn, N. ¥. 
To Whom It May Concern: 

Samuel Scott has been attached to this 
station for the past 7 months, as a pharma- 
cist’s mate (second class). During this time 
he has been in charge of the physiotherapy 
room and has also set up the X-ray depart- 
ment of a new 50-bed dispensary. He has 
shown himself to be well trained in physio- 
therapy and X-ray work and capable of tak- 
ing charge of and running either of these 
departments by himself. 

In addition to this, he has been used on 
other hospital corps details and has proved 
to be capable of handling any of them. He 
is neat in his personal appearance and about 
his work and intelligent and well educated. 
He accepts responsibility readily, can be de- 
pended upon to carry out assignments, and 
I would unhesitatingly recommend him for 
a commission in the Medical Corps of the 
Navy. 

8. C. Bostic, 
Lieutenant Commander (MC), 
United States Naval Reserve. 


Mr. SALTONSTALL. Mr. President, 
in the temporary absence of the chair- 
man of the committee I should like to 
reply briefly to the Senator from Ore- 
gon. The committee omitted osteopaths 
because it did not want to have anyone 
specially drafted unless absolutely 
necessary. The committee was in- 
formed by Army authorities that they 
could get all the osteopaths they needed 
on the voluntary basis when needed. It 
will be noted that in line 7, on page 7, 
the President may call full “allied spe- 
cialist categories” if they are needed. 

I personally go to osteopaths at times. 
I have great respect for them, but I see 
no need for putting anybody into the 
pending measure to be drafted, to be 
taken from his ordinary profession, un- 
less absolutely necessary for the good of 
the service. 

I call attention to the fact that the 
committee omitted veterinarians, who 
are in the House bill. Veterinarians 
were included in the previous law. The 
committee felt that veterinarians were 
not needed in the bill at this time, so that 
provision was omitted. 

I hope the amendment will not be 
adopted, because I think we should not 
include anybody within the provisions 
of the bill unless it is absolutely neces- 
sary for the good of the service. We can 
get osteopaths if we need them. We 
respect them. The Army uses them, but 
it can get them on a voluntary basis. 

Mr. MORSE. Mr. President, the argu- 
ment made by the Senator from Massa- 
chusetts was made before the committee. 
The osteopaths themselves do not agree 
with the Senator. I read, for example, 
from their letter to me, in which they 
say: 

In his opening speech on the bill, Senator 
Gurney explained as recorded on pages 7174- 
7175 that osteopathic physicians were not in- 
cluded with doctors of medicine and dentists 
because, said the Senator: “The shortage of 
doctors (M. D.’s) and dentists left in civilian 
communities was acute—the same cannot be 
said to have been true as regards the others.” 
The Senator apparently overlooked the fact 
that as early as December 1942, the War 
Manpower Commission certified to selective 
service that the practice of medicine, dentist- 
ry, osteopathy, and veterinary medicine were 
critical occupations, and the Selective Serv- 
ice System, after citing that fact, issued a di- 
rective on December 14, 1942, listing doctors 
of osteopathy with doctors of medicine and 
dentists as engaged in critical occupations. 
(See attached selective service occupational 
bulletin No. 41.) That grouping of doctors 
of medicine, dentists, and doctors of osteop- 
athy in the same category by selective serv- 
ice continued thereafter throughout the 
tenure of selective service. 


The failure to include osteopaths in 
this particular bill has created great 
alarm and consternation among this 
branch of the medical profession. 
Rightly or wrongly, the fact neverthe- 
less is that they fear it is an attempt to 
weaken their position in Federal legis- 
lation. They have been included in the 
Federal legislation I have already cited 
during the debate, and they believe the 
discrimination against them which they 
feel is contained in the draft bill will do 
great damage to their profession. I 
think it is a complete answer to the 
Senator from Massachusetts to say that, 
of course, under the law, if not one of 


them is needed by way of the draft, he 
is not to be drafted. What harm is 
there, then, in including them as we 
have done in other Federal statutes along 
with the doctors and dentists. 

In answer to the argument that veter- 
Mmarians are not included in this pro- 
posed draft law, but were included in the 
original draft law, it should not be for- 
gotten that when the war first started 
there was still a great need for veter- 
inarians in the armed forces but since 
then the need for veterinarians in large 
measure has been eliminated. We have 
eliminated all of the horse units in the 
Army. I understand that for the most 
part in the later days of the war, veter- 
inarians were used primarily for the in- 
spection of meat. That was a tre- 
mendous waste of professional man- 
power, because veterinarians were not 
needed to perform the perfunctory work 
of inspecting meat. 

If we are to recognize, as we do in 
Federal statutes, that osteopathy and the 
service of osteopaths should be made 
available to men in the armed services— 
and we do make them available in all 
the Army and Navy hospitals—then cer- 
tainly we should not _ discriminate 
against them by discriminating against 
them in the pending bill. 

I reiterate no harm would be done by 
including them. If in fact they are not 
needed, they need not be drafted. They 
should be given the same treatment un- 
der this law as is accorded to doctors and 
dentists. 

Mr. SALTONSTALL. Mr. President, 
I should like to reply with a word or 
two to what the Senator from Oregon 
has said. Osteopaths are included: in 
affirmative legislation concerning the 
Navy, and, I think, the Army, where 
they are on equal terms with doctors 
and other professional men. It is noth- 
ing derogatory to the osteopathic pro- 
fession not to include them among those 
to be drafted, when it is unnecessary to 
draft them. I certainly hope we shall 
not put any more men under the draft 
provision, no matter what the profes- 
sions or categories may be, than is abso- 
lutely necessary. That is the reason we 
reduced the age limit from 30 to 26, in 
order to leave free as many people as 
possible and still obtain the necessary 
men to fill up the armed forces. 

I repeat, sir, I hope the amendment 
will not be adopted. 

The PRESIDING OFFICER. The 
question is on agreeing to the amend- 
ment lettered H, submitted by the Sen- 
ator from Oregon. Putting the ques- 
tion.] The “noes” appear to have it. 

Mr. MORSE. A division, Mr. Presi- 
dent. 

On a division, the amendment was 
rejected. 
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American Osteopathic Asso- 
ciation, Annual Meeting, Boston, 
July 19-23 inclusive. Program 
Chairman, George W. Northup, 
Morristown, N. J. 


Academy of Applied Osteopathy, Bos- 
ton, July 23, 24. Program Chair- 
man, Robert S. Roscoe, Cleveland, 
Ohio. 

Advisory Board for Osteopathic Spe- 
cilists, Hotel Statler, Boston, July 
18-21. 

American Association of Osteopathic 
Colleges, Hotel Statler, Boston, July 
16, 17, 20. 

American Association of Ost:opathic 

Examiners, Hotel Statler, Boston, 

July 20. 


American College of Neuropsychia- 
trists, Hotel Statler, Boston, July 
20, 21. 

American College of Osteopathic In- 
ternists, Hotel Statler, Boston, July 
21; Hotel Warwick, Philadelphia, 
December 1-4. Program Chairman, 
William F. Daiber, Philadelphia. 

American College of Osteopathic Ob- 
stetricians, Hote! Statler, Boston, 
July 16-18. Program Chairman, 
Julian L. Mines, III, Philadelphia. 

American College of Osteopathic Pe- 
diatricians, Hotel Statler, Boston, 
July 21. 

American College of Osteopathic Sur- 
geons, Hotel Claridge, Atlantic 
City, N. J., October 10-14. Pro- 
gram Chairman, J. O. Watson, Co- 
lumbus, Ohio. 

American Osteopathic Board of Der- 
matology and Syphilology, Boston, 
July 18. 

American Osteopathic Board of In- 
ternal Medicine, Boston, July 17-19. 

American Osteopathic Board of Neur- 
ology and Psychiatry, Hotel Statler, 
Boston, July 16. 

American Osteopathic Board of Ob- 
stetrics and Gynecology, Boston, 
July 18, 19. 

American Osteopathic Board of Pa- 
thology, Boston, July 18. 

American Osteopathic Board of Pe- 
diatrics, Boston, July 16, 17. 

American Osteopathic Board of Proc- 
tology, Boston, July 18, 19, 21. 

American Osteopathic Board of Sur- 
gery, Boston, July 16-18. 

American Osteopathic College of 
Proctology, Copley Plaza Hotel, 
Boston, July 21 

American Osteopathic College of Ra- 
diology, Hotel Claridge, Atlantic 
City, N. J., October 10, 11. Pro- 
gram Chairman, M. Carman Petta- 
piece, Portland, Me. 

American Osteopathic Society for the 

Study and Control of Rheumatic 


ARGYROL 


yrot 


A ARGYROL for 


decongestion 
without rebound 


Rhinitis Medicamentosa—a result of re- 
peated rebound congestion-is attributed 
solely to the use of vasoconstrictors. 

Use of ARGYROL accomplishes the main 
purpose of treatment—the restoration of 
normal nasal function—without danger 


of inducing this chronic condition. 
The ARGYROL Technique 


. The nasal meatus... by 20 per cent 

ARGYROL instillations through the na- 

solacrimal duct. 

The nasal passages... with 10 per 

cent ARGYROL solution in drops. 

. The nasal cavities . . . with 10 per cent 
ARGYROL by nasal tamponage. 


its Three-Fold Effect 
1. Decongests without irritation to the 


membrane and without ciliary injury. 


2. Definitely bacteriostatic, yet non-toxic 


to tissue. 


3. Cleanses and stimulates secretion, 


thereby enhancing Nature's own first 
line of defense. 


Mode by the 
A.C. BARNES COMPANY © NEW BRUNSWICK, W. J. 


ARGYROL is 4 registered trade mark, the property of A. C. Barnes Company” 


Disease, Boston, July 17, 18. Program 


Chairman, Elizabeth S. Carlin, 
Hempstead, L. IL, N. Y. 

American Osteopathic Society of 
Herniologists, Detroit, July 15-17. 


Program Chairman, R. A. Crouch, 
Detroit. 


Association of Osteopathic Publica- 
tions, Hotel Statler, Boston, July 17. 


Auxiliary to the American Osteo- 
pathic Association, Copley Plaza 
Hotel, Boston, July 19-22. 

Canada: See Regional Osteopathic 


Convention. 


Kansas, Allis Hotel, Wichita, October 
10-13. 


Kentucky, Louisville, October 13, 14. 
Program Chairman, Harold D. Ben- 
teen, Ashland. 


Manitoba: See Regional Osteopathic 
Convention, 

Massachusetts, Hotel Kenmore, Bos- 
ton, January 15, 16, 1949. Program 


Chairman, Samuel B. Jones, Wor- 
cester. 


Michigan, Pantlind Hotel, Grand 
Rapids, October 30-November 3. 
Program Chairman, W. Powell Cot- 
trille, Jackson. 

Missouri, Jefferson Hotel, St. Louis, 
October 18-21. Program Chairman, 
J. R. Dougherty, Vandalia. 

National Board of Examiners for 
Osteopathic Physicians and Sur- 
geons, Hotel Statler, Boston, July 
17, 20, 23. 


National Osteopathic Interfraternity 


Council, Hotel Statler, Boston, July 
19. 
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New Jersey, Hotel Dennis, September 
24-26. Program Chairman, R. W. 
Davis, Jr., Audubon. 

New Mexico, Clovis, September. 

New York, Hotel New Yorker, New 
York City, October 15, 16. Program 
Chairman, David J. Bachrach, New 
York City. 

Oklahoma, Biltmore Hotel, 
homa City, October 12-14. 

Osteopathic College of Ophthalmol- 
ogy and Otorhinolaryngology, East- 
land Hotel, Portland, Me., July 15- 
17. Program Chairman, A. B. 
Crites, Kansas City, Mo. 

Osteopathic Cranial Association, Cop- 
ley Plaza Hotel, Boston, July 18. 

Osteopathic Vocational Group of Ro- 
tary International, Hotel Statler, 


Okla- 


Boston, July 21. 


The Most IMPORTANT 
Booklet Ever Published 


On Office Sterilizers! 


This informative, easy-to-read booklet gives impartial 
factual answers to the questions most commonly asked- 
by physicians and dentists when they —_ a sterilizer. 

It provides, clearly and concisely, al 
need to make the most economical investment in steriliz- 
ers... helps you make certain you select the sterilizer to 
fit your sterilizing requirements. 

You can get your free copy of “How To Buy A Steri- 
lizer” from your Castle dealer-salesman. Ask him next 
time he calls. Remember, it's free ... and no obligation. 
WilmotCastleCo., 1150 University Ave.,Rochester7,N.Y. 
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How To 
STERILIZER 


the facts you 


AND STERILIZERS 


Osteopathic War Veterans Associa- 
tion, Hotel Statler, Boston, July 21. 


Osteopathic Women’s National As- 
sociation, Copley Plaza Hotel, Bos- 
ton, July 18-20. 


Pennsylvania, Penn Harris Hotel, 
Harrisburg, September 24-26. Pro- 
gram Chairman, Stuart F. Hark- 
ness, Harrisburg. 


Regional Osteopathic Convention 
(Manitoba, Ontario, Saskatchewan, 
Alberta, British Columbia, Minne- 
sota, North and South Dakota), 
Winnipeg, Manitoba, August 13, 14. 

Society of Divisional Secretaries, Ho- 
tel Statler, Boston, July 16, 17, 19. 

Tennessee, Nashville, October. Pro- 
gram Chairman, Perry Bynum, 
Memphis. 


Vermont, September 29, 30. Program 
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Chairman, Marvin May, Brandon. 


Virginia, Richmond, October 2. Pro- 
gram Chairman, A. G. Churchill, 
Arlington. 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 
ARIZONA 
State Society 
The officers are: President, W. A. 
Seydler, Phoenix; president-elect, Coy 
L. Purcell, Tucson; vice president, J. 
Walter Larkin; secretary-treasurer, L. 

A. Nowlin, both of Phoenix. 
The trustees are A. B. Stoner, N. E. 
McBride, and W. Dale Jamison, all of 


Phoenix. 
CALIFORNIA 
State Society 


It was announced in advance that the 


‘ program for the District Meeting at 


Yosemite June 12, 13 was to include 
the following: “Neurogenic Aspects of 
Gastrointestinal Disease,” Donald E. 
Pinder; “Biochemistry and Body Nu- 
trition,” Grace B. Bell, both of Los 
Angeles; “Body Mechanics in Gastro- 
intestinal Disease,” Lester R. Daniels, 
Sacramento; “Influence of Lower Bowel 
Problems on Gastrointestinal Tract” and 
“Differential Diagnosis of Upper Ab- 
dominal Pain,” Maurice H. Simmons, 
Pasadena; “Differential Diagnosis Be- 
tween Pelvic and Abdominal Patholo- 
gies,” J. Gordon Epperson, Oakland; 
“Indications for Surgery in Gastrointes- 
tinal Pathology,” J. Gordon Hatfield, 
Los Angeles. 

The officers were announced in the 
June Journat. David H. Payne, Whit- 
tier, has been appointed assistant pro- 
fessional education director and A. R. 
M. Gordon, Los Angeles, director of the 
department of ethics and censorship. 


Los Angeles City 
The officers are: President, A. R. M. 
Gordon; president-elect, Anson Wil- 
liams; secretary-treasurer, C. J. Mount, 
all of Los Angeles. 


COLORADO 
State Society 

The officers are: President, Harold L. 
Will, Colorado Springs; vice president, 
C. C. Thorpe, Longmont; secretary- 
treasurer, C. Robert Starks, Denver. 
All were re-elected. 

Ora D. Fry, Colorado Springs, was 
elected trustee and C. A: Tedrick, Den- 
ver, Ben C. Maynard, Grand Junction, 
and E. J. Lee, Greeley, were re-elected. 


State Society Auxiliary 
The officers are: President, Mrs. Rob- 
ert Starks, Denver; first vice president, 
Mrs. H. V. Anderson, Colorado 
Springs; second vice president, Mrs 
Ernest E. Allaby; third vice president, 
Mrs. Paul Noffsinger, both of Denver: 
treasurer, Mrs. G. B. Nahrgang, Boul- 
der; recording secretary, Mrs. Edward 
Murphy, Denver; parliamentarian, Mrs 

Cecil C. Thorpe, Longmont. 

Northern 

The officers are: President, D. K 
McCrea, Greeley; vice president, J. V 


~ 
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Brown, Fort Lupton; secretary-treas- 
urer, F. M. Cline (re-elected), Brighton. 
R. Omer and G. E. Moore, both of 
Greeley, are trustees. 
Dr. Moore is chairman of the mem- 
bership committee. 


DISTRICT OF COLUMBIA 
The officers are: President, Laurence 
R. Bower (re-elected); vice president, 
A. F. Dilworth; secretary-treasurer, Jo- 
seph T. Rogers, all of Washington. 


FLORIDA 
District Two 
The officers are: President, H. B. 
Merner; vice president, J. H. Simpson; 
secretary-treasurer, J. A. Camara, all of 
Jacksonville. J. R. Sams, Jr., Jackson- 
ville, is trustee. 


The committee chairmen are: Legisla- 


tion, Dr. Merner; public relations, Dr. 
Camara. 
District Five 
The officers are: President, H. T. 
Kirkpatrick, Pass-a-Grille Beach; vice 


president, D. G. Perry; secretary-treas- 
urer, R. C. Wunderlich (re-elected), 
both of St. Petersburg. 

Adelaide Metcalfe, Margaret H. Raffa, 
both of Tampa, and Lucille M. Coffey, 
St. Petersburg, are trustees. 

The committee chairmen are: 
bership, L. E. Rockhold, Largo; ethics, 
Hunter Smith; hospitals, G. S. Roth- 
meyer; convention program, A. B. Pat- 
terson; convention arrangements, J. B. 
Cahill; legislation, Basil F. Martin; 
public relations, J. A. Stimson, all of 
St. Petersburg; clinics, Maye Walstrom, 
Dunedin; statistics, Margaret H. Raffa; 
industrial and institutional service, N. 
Brown, both of Tampa; vocational guid- 
ance, J. H. Nichols, Largo; public 
health, G. C. Karlton, Clearwater. 

District Eight 


Mem- 


The officers are: President, Edward 
H. Loest; vice president, Paul Dunn; 
secretary, Helen V. Landes, all of 
Miami; treasurer, Frances Ranagan. (re- 
elected), Miami Beach. 

C. P. McDanels, Stephen B. Gibbs, 
both of Coral Gables; John Larimer, 
Miami Beach, and Joseph R. Leary, 
Miami, are the trustees. 

The committee chairmen are: Pub- 
licity, Dr. Leary; program, Dr. Mce- 
Danels; sick, H. N. Carr, Miami; 


finance, Dr. Ranagan. 


GEORGIA 
State Society 


The officers are: President, H. D. 
Webb, Columbus; vice president, Jo- 
seph L. McCrary, Jesup; secretary, 


Kenneth H. Wiley (re-elected), Atlanta; 
treasurer, Lucien L. Trimble, Moultrie. 

The executive committee includes all 
the officers and Grover C. Jones, Macon, 


and H. H. Trimble, Moultrie. 
ILLINOIS 
State Society 
The officers are: President, Harold 


M. Oshorn, Champaign; president-elect, 
S. A. Tarulis, Chicago; vice president, 
Alice Oliphant, Virginia; executive sec- 
retary, Mr. W. H. Murphy (re-elected), 
Chicago, 
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Hyfrecator 


For electro desiccation, 


_ Proven in use for 10 years 
| by over 50,000 doctors. 


Now- Greater Power, 


New Improved 


| 


fulguration and coagulation. 


Facility and Beauty 


NEW — the beautiful molded bakelite case designed by Walter Dorwin 
Teague, world-famous industrial designer. 


® the double-sparkgap control for greater power, speed and facility in 
desiccation, fulguration and bi-active coagulation. 


@ the improved front panel for greater visibility and ease of operation. 


@ the larger calibrated dial control for easier adjustment and smoother 


graduation of current. 


Here, too, are stamina, compactness and the remarkable versatility of 33 
proven technics, as acclaimed by all who use the Hyfrecator. 


Price remains the same. . 


Ask your surgical supply salesman to 
& 


Send for free 
lustrated 
folder and 
“Symposium 
on Electro — 
desiccation 


The trustees include the officers and 
Alfred C. Boehm, Chicago, J. K. Swain, 


Sterling, Kenneth A. Larson, Evanston, 
L. A. Browning, Bloomington, H. F. 
Garfield, Danville, L. E. Staff, Sr., 
Jacksonville, and D. A. Waterbury, 
Marion. 

The committee chairmen are: Execu- 
tive and council, Dr. Osborn; profes- 


sional affairs, L. R. Wood, Oregon; pro- 
fessional education and development, Dr. 
Tarulis; vocational guidance, Dr. 
Boehm; hospitals, K. R. M. Thompson, 
Chicago; insurance, M. D._ Sours, 
Bloomington; ethics and censorship, E. 
R. Peterson, Oak Park; visual educa- 
tion. J. H. Grant; refresher course, 
S. V. Robuck; exhibits, G. E. Himes; 
constitution and bylaws, W. F. Strachan; 
budget, F. F. Peckham; maternal health 


. $45.00 


show you the New Improved Hyfrecator. 


To The BIRTCHER Corporation, D-7-8 
5087 Huntington Dr., Los Angeles 32, Calif I 
Please send me free booklet, “Symposium on Elec- | 
trodesiccation and Bi-Active Coagulation.” 

City. Seate. 

and welfare, Margaret W. Barnes, all 


of Chicago; Federal-state coordinator, 
R. Dinges, Orangeville; public and pro- 
fessional welfare, D. E. Craig, Joliet; 
editorial, L. A. Astell, Champaign; 
radio, A. O. Howd, Quincy; unit con- 
tact, and public relations, C. E. Cryer, 
El] Paso; speakers, R. N. Evans, La 
Grange; veterans rehabilitation and nom- 
inating, H. W. Fitch, Bushnell. 


District Four 
At the meeting May 20 at Blooming- 


ton, Mr. Williams, Bloomington, spoke 
on “Income Tax.” 
The officers are: President, William 


M. Buckler, Bloomington; vice president, 
Dale E. Richardson; secretary-treasurer, 
Roberta E. Mies, both of Pontiac. 

L. A. Browning, Bloomington, 
trustee. 


is 
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CLINITEST 


THE TABLET NO-HEATING METHOD FOR 
DETECTION OF URINE-SUGAR 


SIMPLE TECHNIC—‘“My experience with Clinitest has con- 
vinced me beyond a shadow of a doubt that they are the simplest from 


the technical standpoint . . .”’? 


SELF-GENERATING HEAT—“ The reagent tablet, known as 
the Clinitest Urine Sugar Tablet . 
and the use of externally applied heat is not required . . .”! 


Clinitest—simple, speedy, compact, convenient—is distrib- 
uted through regular drug and medical supply channels. 


1. Kasper, 
Pathology, /4:117-21 (Nov.) 1944. 


2. Haid, W. H.: The Use of Screening Tests in the 
Clinical Laboratory, J. Amer. Med. Tech., 8:606-14 


(Sept.) 1947. 


AMES companyinc. | 


. . generates heat when dissolved 


i A. and Jeffrey, I. A.: A Simplified 
Benedict Test for Glycosuria, Amer. J. Clin. 
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An excellent 
simple presumptive test 
for routine use in the 
diagnosis of diabetes.’”! 


identification cards for protec- 
tion of your diabetic patients now 
available free upon request. 
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INDIANA 

State Society 
The officers are: President, L. W. 
Yoder, Wabash; first vice president, 
H. E. Rinne, Indianapolis; second vice 
president, Howard Eastman, Richmond; 
executive secretary, Mr. E. W. Sher- 
wood; secretary, James Gipe  (re- 
elected), both of Indianapolis ; treasurer, 


R. E. Harvey (re-elected), Valparaiso. 

R. J. Vyverberg, LaFayette, L. P. 
Ramsdell, La Porte, F. L. Swope, Rich- 
mond, F. E. Warner, Bloomington, D. G. 
Treadwell, Auburn, and D. E. Turfler, 
South Bend, are the trustees. 

The committee chairmen are: Public 
affairs and legislative, Dr. Rinne; public 
relations, C. W. Dygert, Fort Wayne; 


+ relations counselor, Mr. 
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public health, J. D. Hali, Kendallville; 
veterans care, Dr. Eastman; hospitals 
and clinics, F. A. Turfler, Jr., South 
Bend; jnsurance compensation, R. R. 
Bass, Indianapolis; Osteopathic Prog- 
ress Fund, J. E. Carter, Fort Wayne; 
budget, Dr. Warner; convention pro- 
gram and public and professional wel- 
fare, Dr. Vyverberg; convention ar- 
rangements and exhibits, D. E. Turfler; 
insurance, L. A. Rausch, South Bend; 
vocational guidance and student loan, 
Dr. Ramsdell; ethics, J. E. Baker, Bra- 
zil; publications, Dr: Gipe; revisions, 
P. van B. Allen, Indianapolis; auditing, 
E. M. Landis, Gary; resolutions, J. V. 
Walrod, Peru; membership and Federal- 
state coordinator, Dr. Swope. 


State Society Auxiliary 
The officers are: President, Mrs. Paul 
van B. Allen (re-elected), Indianapolis ; 
vice president, Mrs. Ernest Baker, Bra- 
zil; secretary-treasurer, Mrs. H. E. 
Eastman (re-elected), Richmond. 


District One 
O. E. Smith, Indianapolis, spoke on 
“Short Leg and Its Various Ramifica- 
tions” at the meeting at Indianapolis 
April 28. 


District Three (Northeastern) 

A meeting was held at Kendallville 
April 7. 

District Four (Northern) 

Films on anterior poliomyelitis were 
shown at the meeting held April 21 at 
South Bend. 

IOWA 
State Society 

The officers are: President, H. L. 
Gulden, Ames; vice president, H. D. 
Meyer, Algona; secretary-treasurer, Mr. 
Dwight S. James (re-elected), Des 
Moines. 

Richard C. Rogers, Hubbard, B. D. 
Elliott, Oskaloosa, Holcomb Jordan, 
Davenport, N. D. Weir, Woodbine, John 
Q. A. Mattern, Des Moines, and Donald 
C. Giehm, Sioux City, are the trustees. 

The committee chairmen are: Public 
Frank Miles, 
Des Moines; professional affairs and 
vocational guidance, Dr. Rogers; mem- 
bership, George Sutton, Mount Pleas- 
ant; convention program, Dr. Meyer; 
hospitals, D. H. Grau, Muscatine; ethics 
and censorship, C. R. Ayers, Grant; 
convention arrangements, Rachel Woods, 
Des Moines; public affairs and legal and 
legislative, G. A. Whetstine, Wilton 
Junction; veterans affairs, Emil Braun- 
schweig, Des Moines; professional 
liability insurance, C. K. Risser, Ma- 
quoketa; maternal and child health, 
H. A. Barquist, Des Moines; socialized 
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medicine, R. K. Richardson, Algona; 
cancer control, J. W. Campbell, Daven- 
port; public relations, J. K. Johnson, Jr., 
Jefferson; public education, B. A. Way- 
land, Cedar Rapids; radio, Ralph Jack, 
Ogden; publications, J. R. McNerney, 
West Des Moines; ophthalmology, Roy 
G. Trimble, Montezuma. 
State Society Auxiliary 
The officers are: President, Mrs. Paul 


Kimberly, Des Moines; president-elect, 
Mrs. R. C. Rogers, Hubbard; vice 
president, Mrs. C: O. Meyer; secretary- 


treasurer, Mrs. Carl Nagy, both of Des 
Moines. 

Hospital Association 
officers are: President, D. H. 
Muscatine; vice president, H. D. 
Algona; secretary-treasurer, Mr. 


The 
Grau, 


Meyer, 


Dwight S. James, Des Moines. All were 
re-elected. 
KANSAS 
Arkansas Valley 
The officers are: President, L. H. 


Shoraga; vice president, J. W. 
both of Greensburg; secretary-treasurer, 
E. W. Pettit, Larned. 

J. R. Stanfield, Larned, G. D. Jewett, 
St. John, and Dr. Morrow, are the 
trustees. 

O. R. Muecke, 


chairman. 


Morrow, 


Pratt, is program 
South Central 
“The Management of Fractures in 
General Practice” was the subject of 
Robert Buchele, Howard, at the meeting 
at Arkansas City May 27. 
MASSACHUSETTS 
Middlesex South 
Myron Barstow, Boston, led a discus- 
sion on osteopathic technic at the meet- 
ing May 13. 
MICHIGAN 
Capitol 
Films on procidentia, pilonidal cysts, 
and lobectomy were shown by Philip E. 


Haviland, Detroit, at the meeting at 
Lansing in April. 

Central 
Mr. Harve Lamont Smith, Detroit, 


spoke on public relations and activities 
of the state association office at the 
meeting May 6 at Mecosta. 


Kent 

E. H. McKenna, executive assistant, 
A.O.A., Chicago, and Russell M. Wright, 
Highland Park, spoke on _ vocational 
guidance at the meeting at Grand Rapids 
April 15. 

acomb County 

A lecture, “Home Folks. of the Cum- 
berlands,” illustrated .with photographs, 
was to be presented by Joe Clark, the 
“Hill Billy” photographer, at the meet- 
ing June 2. 


Oakland 
J. L. McDougal, Detroit, director of 
the undulant fever control section of the 
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Soluble Tablets Crystalline Penicillin G Potassium 
provide a new and convenient means of penicillin 
administration to infants and small children. These 
small tablets, individually wrapped in foil, contain 
no binder or excipient, and provide 50,000 units 
of penicillin. Readily soluble in water and milk 
formulas, their presence does not alter the taste of 
the vehicle. Dissolved in the milk formula, dosage 
50,000 units per 10 Ibs. of body weight (minimum 
dose, 100,000 units), they lead to therapeutic 
plasma levels effective in a host of acute infectious 
They may also be conveniently ad- 
ministered in ice cream. When oral administration 
is difficult, or when adequate doses cannot be given 
by this route, parenteral penicillin should be given. 
Soluble Tablets Crystalline Penicillin G Potassium, 


$0,000 units each, are supplied in boxes of 24 tablets, 
each tablet individually wrapped in foil. 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION 
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public health committee, spoke at the 
meeting at Birmingham in April. 


Saginaw Valley 
Mr. C. E. Nickell, an agent from the 
Bureau of Narcotics, U. S. Treasury 
Department Detroit office, spoke at the 
meeting at Midland April 8. 


Soluble Tablets 
CRYSTALLINE PENICILLIN 


EACH 


MINNESOTA 
State Society 
It was announced in advance that the 
speakers for the annual meeting at St. 
Paul May 14, 15 were to include Phil 
S. McQuirk, Carroll, lowa; Irvin S. 
Korr, Ph.D., Kirksville, Mo., and George 
M. McCole, Great Falls, Mont. 
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THE PELTON & CRANE CO., DETROIT 2, MICH. 


NEW MODEL 
GREATER STERILIZING 


HERE is Pelton’s newest and largest 
autoclave . . . the pressure-type 
sterilizer that brings both hospital 
safety and greater capacity to clinics 
and multiple offices. 


It is completely self-contained. It 
generates its own steam . . . provides 
a temperature in excess of 250° F. 
Selective temperature control may be 
set as required for different materials 
... no further attention is required 
as control is entirely automatic. 


The new LV has the exclusive fea- 
tures for which Pelton autoclaves 
have long been known. 

Over-all: 33” deep, 20" wide, 60” high 


Ask your dealer now for details 
of this new Pelton Sterilizer 
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PELTON 


presents 


with 


CAPACITY 


Inside Chamber: 12” x 22” 


The officers are: President, C. W. 
Zittleman, Spring Valley; vice presi- 
dent, R. M. Tessien, Springfield; sec- 
retary-treasurer, E. R. Komarek (re- 
elected), St. Cloud; librarian, Constance 
Idtse (re-elected), Minneapolis. 


Carl Morrison, St. Cloud, E. C. Her- 
zog, Brainerd, R. M. King, Minneapolis, 


and O. R. Purtzer, New Ulm, are 
trustees. 

MISSOURI 

State Society 


It was announced in advance that the 
program for the annual review course 
June 13-15 at Kirksville was to include 
the following: “Cervical Dystocia” and 
“Management of Intestinal Obstruction,” 
Margaret Jones, Kansas City; “The 
General Effect of a Single Lesion,” 


Wallace M. Pearson; “Postpartun Hem- 
orrhage,” Martin L. Riemann; “Common 
Problems in Pediatrics,” William C. 
Kelly; “Exophthalmic Goiter,” Max T. 
Gutensohn; “Otitis Media and Tym- 
panotomy,” Chester L. Atteberry; “Pro- 
cedures in Diagnosis in Manipulative 
Therapy,” J. S. Denslow; “Roentgen- 
ology of the Chest,” George W. Rea; 
“Anesthesia in General Practice,” Craw- 
ford M. Esterline; “Infections of the 
Hand,” Paul R. Koogler; “Lumbosacral 
Instability,” James A. Keller, all of 
Kirksville. 
Northeast 

The officers are: President, M. J. 

Phillips, Knox City; vice president, 


Harry L. McCracken, LaBelle; secre- 
tary-treasurer, William A. Jones; re- 
porter, Howard Gross; parliamentarian, 
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A. C. Hardy, all of Kirksville, all 
re-elected. 
MONTANA 
Billings 
The officers are: President, M. P. 


Mead; secretary-treasurer, L. A. Crew, 
both of Billings. 

NEW YORK 

New York City 

The officers are: President, O. C. 
Latimer (re-elected) ; vice president, D. 
J. Bachrach; president-elect, J. M. 
Hoag; secretary, H. S. Goldberg (re- 
elected), all of New York; treasurer, 
C. E. Bean (re-elected); sergeant-at- 
arms, M. L. Kamen, both of Brooklyn. 

F. H. Burdett, C. C. Knox, A. L. 
Smeyne, all of New York, are the di- 
rectors. 

The committee chairmen are: Mem- 
bership, Dr. Smeyne; ethics and con- 
vention arrangements, Henry W. Frey, 
Jr.; hospitals, Dr. Hoag; program, C. 
Stanley Green, Jr.; publications, W. 
Kenneth Riland, all of New York; 
clinics, R. McFarlane Tilley; vocational 
guidance, Alexander Levitt; public 
health, George F. Johnson, all of Brook- 
lyn; convention program and industrial 
and institutional service, Dr. Bachrach; 
public relations, D. Leonard Vigderman, 
Forest Hills. 

Rochester 

The officers are: President, Paul 
Baldridge, Geneva; vice president, Clar- 
ence J. W. Beal; secretary-treasurer, C. 
Dan Jameson, both of Rochester. 

Florence Kemmler, Francis L. Cady, 
and Edward G. Glass, all of Rochester, 
are directors. 

Westchester 

Alexander Levitt, Brooklyn, spoke on 
degenerative diseases at the meeting at 
White Plains May 19. 

The officers are: President, A. R. 
Gildersleeve, Mount Vernon; vice presi- 
dent, J. Russell Moser, Monroe; secre- 
tary, Franklin Abel, Yonkers; treasurer, 


O. R. Clark, Jr. (re-elected), White 
Plains. 
NORTH CAROLINA 
State Society 
The officers are: President, R. R. 


Sermon, Raleigh; vice president, Arthur 
Dye. Charlotte; secretary-treasurer, E. 
M. Stafford, Durham. 
Thomas Rowlett, Concord, is trustee. 
NORTH DAKOTA 


State Society 

The officers are: President, G. Lof- 
thus, Bowbells; vice president, Harry 
Homewood, Valley City; secretary- 
treasurer, Georgianna Pfeiffer  (re- 
elected), Fargo. 

J. O. Thoreson, Bismark, is trustee 
and chairman of the legislative com 
mittee. 

OHIO 
State Society 

The officers are: President, Walter 
H. Siehl, Cincinnati; vice president, 
Theodore C. Hobbs, Columbus; presi- 
dent-elect, Robert Haas, Dayton; treas- 
urer, D. W. Henceroth, Grove City; 
executive secretary, Mr. William 
Konold (re-elected), Columbus. 

D. E. March, Bowling Green, William 
C. Cozad, Clyde, D. J. Aveni, Cleveland, 
C. L. Naylor, Ravenna, W. W. Custis, 
Dayton, R. E. Bennett, Middletown, J. 
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W. Keckler, Canton, and Dr. Henceroth 
are trustees. 


The committee chairmen are: Public 
affairs, W. G. Bradford, Dayton; pro- 
fessional affairs, Dr. Hobbs; legal and 
legislative, James O. Watson, Columbus ; 
membership, Dr. Aveni; education, Dr. 
Keckler; grievance, John W. Mulford, 
Cincinnati; vocational guidance, Charles 
F. Rauch, Logan; public and profes- 
sional welfare and radio, E. H. Westfall, 
Findlay; hospital, L. R. N. Mylander, 
Sandusky; physicians’ location, J. M. 
Wright, Toledo; industrial, Harold E. 
Clybourne, Columbus; historian, J. Col- 
lin Kratz, Cincinnati; veterans rehabili- 
tation, Herschel M. Williams, Lebanon; 
convention general chairman, Gordon F. 
Sherwood; golf, A. V. Benedict, both of 
Columbus; educational, F. A. Dilatush, 
Dayton. 

Washington County 

The officers are: President, W. C. 
Rankin; vice president, W. E. Kelly; 
secretary, L. M. Bell; treasurer, R. E. 
Severin, all of Marietta. The officers 
are also the trustees. 

The committee chairmen are: Mem- 
bership, J. Walter Axtell; hospital, J. E. 
Wiemers; legislation, Dr. Bell, all of 
Marietta. 

Second District Academy (Sandusky) 


The officers were reported in the June 
JouRNAL. 

J. A. Brandon, Lorain, V. B. White, 
Vermilion, and F. F. Yoder, Bellevue, 
are trustees. 


The committee chairmen are: Mem- 
bership, O. C. Ricelli, Sandusky; ethics, 
H. L. Knapp, Elyria; hospitals, Lester 
R. Myiander; program, J. E. Walker, 
both of Sandusky; legislation, Dr. 
Yoder; vocational guidance, Harold A. 
Sifling, Lorain; industrial and _ institu- 
tional service, R. A. Williams, Elyria; 
public relations, A. R. Fuller, Fremont; 
insurance, Carle W. F. Koehler, San- 
dusky. 

Tenth District Academy (Canton) 

The officers are: President, Robert J. 
Swoger, Canal Fulton; vice president 
and secretary-treasurer, I. Browarsky, 
Massillon. 


The committee chairmen are: Mem- 
bership and public relations, A. H. 
Westwood; ethics, J. W. Keckler; hos- 
pitals, R. P. Southard; statistics, G. E. 
Brooker; legislation, Marie Keener, all 
of Canton; clinics, Charlotte Weaton; 
convention program, Joseph Rader; con- 
vention arrangements and public health, 
Dr. Browarsky; industrial and_ institu- 
tional service, P. H. Swezey, all of 
Massillon; vocational guidance, Dr. 
Swoger. 

Twelfth District Academy (Springfield) 

The officers are: President, Chauncey 
Lawrance, Springfield; vice president, 
Charles Balmer, Urbana; secretary, Paul 
Smith; treasurer, R. E. Davis, both of 
Springfield. 

Drs. Davis and Balmer, and J. F. 
Minear, Springfield, are trustees. 

The committee chairmen are: Mem- 
bership, Dr. Minear; hospitals, Frank 
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Krumholtz, Springfield; legislation, Paul 


institutional service, C. 
erans rehabilitation, ) 
Springfield; public relations, Dr. Davis. 


Thirteenth District Academy (Columbus) 
officers and trustees 
ported in the June JouRNAL. 


The committee chairmen are: 
, L. S. Scatterday, 


A. P. Bumstead; 
ethics and grievances, a 


education and 
program, T. C. Hobbs; 
A.O.A. Building Fund, R. E. Gooch; 
and legislative, J» O. Watson; 
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vocational guidance, W. K. Lowry; in- 
dustrial relations, H. E. Clybourne; pro- 
fessional affairs, L. S. Shaffer; member- 
ship plaque and auditing, Ivor K. 
Adams; golf, Gordon Sherwood; pro- 
fessional liability, R. S. Licklider; radio, 
Paul Keckley, all of Columbus. 


OKLAHOMA 
State Society 
It was announced in advance that the 


program for the postgraduate course 
held at Tulsa June 3 and Oklahoma City 
June 4 was to include the following: 
“The Problem of Cancer” and “Methods 
of Recognition of Cancer,” Robert P. 
Morhardt, Los Angeles; “Treatment of 
Cancer,” C. A. Tedrick, Denver; “Treat- 
ment of Cancer of the Genitourinary 


j 
| 34 
+ 
| 
Af 
' 
Gyn. 52:1,1946. 
Vandervoort, Wilmington; vocational 
guidance, Dr. Balmer; industrial and 
Public 
a lington ; 
phys relocation, E. V. Runkle, 
hos eterans re- 
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Vodisan-Vodust 


SOLUSALVE POWDER 


| 
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407 SOUTH DEARBORN STREET, CHICAGO 5, ILLINOIS 


in the Pacific Jungles 


The active ingredient of Vodisan and 
Vodust, Hycloromane (dihydroxydi- 
chlorodiphenylmethane), was first 
proven effective in the jungles of the 
South Pacific in combating fungous rot 
on cloth fabrics. Now in vivo and in vitro 
studies have proven it to be effective 
against fungous infections of the skin. 

Hycloromane, a proven fungicidal 
agent,.is now available as VODISAN 
(Hycloromane in Solusalve) for night- 
time use and VODUST (Hycloromane 
with India talc) for daytime use in the 
treatment of athlete’s foot and other 
mycotic infections. 


AROUND THE CLOCK TREATMENT 

Vodisan Solusalve-Vodust Powder, the 

combined day-night treatment for der- 
matophytosis and many other 
fungous infections, exerts con- 
tinuous fungistatic and bacterio- 
static actions while being safe, 
nonirritating and noninjurious 
to the skin. 


Tract by Surgery” and “Surgical Treat- 
ment of Cancer of the Gastrointestinal 
Tract and Glandular System,” Earl H. 
Laughlin, Jr.,. Kirksville, Mo. 


Central 
L. L. Mincks, Okemah, spoke on the 
differentiation of brain tumor, brain 
abscess, and low grade meningitis at 
the meeting at Weleetka April 27. 


A meeting was scheduled to be held 

May 25 at Wewoka. 
Cimarron Valley 

Dr. Henry B. Hale of the physiology 
department of Oklahoma Agricultural 
and Mechanical College spoke at the 
meeting at Yale April 20. 

A meeting was scheduled to be he'd 
at Yale May 5. 
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Kay County 
“Radiology in the Osteopathic Prac- 
tice” was discussed by A. G. Reed, 
Tulsa, at the meeting at Ponca City 
April 4. 
North Central 
“The Pituitary Gland” was presented 
by Dr. Henry B. Hale of the physiology 
department of Oklahoma Agricultural 
and Mechanical College at the meeting 
at Enid April 1. 
Northeast 
H. C. Baldwin, Tulsa, spoke on “The 
Rheumatic Heart” at the meeting at 
Nowata April 13. 
Oklahoma County 
The officers are: President, J. M. 
Shreve; vice president, D. B. Heffel- 
finger, both of Oklahoma City; secre- 
tary-treasurer, C. F. Muecke, Midwest 
City. 
Southeastern 
W. V. Crotty, Fort Towson, spoke 
on the theory of cranial osteopathy and 
demonstrated the technic at the meeting 
at Hugo April 15. 


RHODE ISLAND 
State Society 

The officers were reported in the June 
JOURNAL. 

The committee chairmen are: Legis- 
lative, Kenneth A. Scott; rules, W. 
Shepard; ethics, C. Handy; vocational 
guidance, H. Davenport; membership, 
T. E. Cobb; veterans affairs and cer- 
tification, R. J. Dowling, all of Provi- 
dence; public welfare, Celia S. Craig; 
publicity, C. Craig, both of East Provi- 
dence; program and attendance, G. S. 
McDaniel, East Greenwich; hospitals, 
F. S. Lenz, Cranston. 


SOUTH CAROLINA 
State Society 

The program for the annual meeting 
held at Columbia May 13 included a 
round table discussion on rehabilitation 
of the veteran and demonstrations of 
special technics by M. A. Truluck, 
Baton Rouge, La., and George Zuspann, 
Greenwood. 
* The officers ‘are: President, E. W. 
Pratt, Charleston; vice president, Emma 
Hale, Spartanburg; secretary-treasurer, 
Nancy A. Hoselton, Columbia. All were 
re-elected. 

SOUTH DAKOTA 
State Society 

It was announced in advance that the 
program for the annual meeting at 
Mitchell June 2-4 was to include the 
following: “Coronary Heart Disease,” 
L. A. Deitrick, Bison; “Heart Sounds,” 
L. S. Betts, Huron; “Cardiac Emergen- 
cies in General Practice,” “Prenatal 
Complications” and “Diseases of the 
Liver,” K. M. Dirlam; “Diagnosis and 
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Evaluation of Pelvic Conditions,” ‘‘Kid- 
ney Disease” and “Labor Disturbances,” 
R. B. Bachman, both of Des Moines, 
Ia.; “Management of the Diabetic,” J. 
H. Cheney, Sioux Falls. 


TENNESSEE 
Eastern 


The officers are: President, George 
Hall, Kingsport; vice president, F. R. 
Mahagan, Vonore; secretary-treasurer, 
Mildred Alexander (re-elected), Green- 
back. 

West 

The officers were reported in the April 
JOURNAL. : 

The committee chairmen are: Hospi- 
tals, B. C. DeVilbiss, Trenton; legisla- 
tion, L. D. Chesemore, Paris; program, 
J. M. Moore, Trenton. 


TEXAS 
State Society Auxiliary 


The officers are: President, Mrs. L. 
N. Pittman, Borger; president-clect, 
Mrs. Lige Edwards, San Antonio; vice 
president, Mrs. Reginald Platt, Hous- 
ton; secretary-treasurer, Mrs. John 
Witt, Groom. 

Dallas County 

At the meeting May 13 at Dallas, 
Lester T. Cannon spoke on the chem- 
istry and physiology of intravenous 
medication. 

Harris County 

Mr. Lewis F. Chapman, Chicago, di- 
rector of the Osteopathic Progress 
Fund, spoke at the meeting at Hauston 
April 25. 

District One (Panhandle) 

At the meeting May 9 at Amarillo 
Mr. Lewis F. Chapman, Chicago, direc- 
tor of the Osteopathic Progress Fund, 
and Morris Thompson, A.B., president 
of K.C.O.S., Kirksville, Mo., spoke on 
public relations and the picture of edu- 
cational institutions from a financial 
standpoint. 

District Three (East Texas) 

The officers are: President, A. Ross 
McKinney, Texarkana; vice president, 
M. L. Cline, Mt. Pleasant; secretary- 
treasurer, W. H. Brown, Naples. 

WEST VIRGINIA 
Ohio Valley 

The officers are: President, C. S. Mc- 
Elroy, Follansbee; secretary, J. B. Mc- 
Lean, Wellsburg. 

WISCONSIN 
Madison 

The officers are: President, D. Beryl 
Mack; vice president, Christian Sannes; 
secretary-treasurer, Marvina W. Wilson 
(re-elected), all of Madison. 


CANADA 
Ontario Osteopathic Association 
The program for the annual meeting 
at St. Catharines May 6-8 included 
speeches by Otterbein Dressler, Angus 
G. Cathie, and D. Heilig, all of Phila- 
delphia. 
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different 


IODEX (plain) 


foe 


MINOR BURNS, WOUNDS 
AND ABRASIONS, 
ENLARGED GLANDS 
AND 
MANY SKIN DISORDERS 


IODEX c Methyl Sal 


foe 


STRAINS, SPRAINS, 


MUSCLE 
AND RHEUMATIC PAINS. 
RELIEVES ITCHING 
IN 
SKIN DISEASES 


MENLEY & JAMES, LTD., NEW YORE 


SPECIAL AND SPECIALTY 
GROUPS 
EASTERN OSTEOPATHIC 
ASSOCIATION 


The officers are: President, John C. 
Bradford, Wilmington, Del.; first vice 
president, Otterbein Dressler, Philadel- 
phia; second vice president, Frank B. 


Tompkins, Baltimore; third vice presi- 
dent, W. Kenneth Riland, New York; 
secretary, Tyce Grinwis, Maplewood, 
N. J.; treasurer, K. Wallace Fish, Mt. 
Kisco, N. Y., all re-elected. 


The committee chairmen are: Pro- 
gram, Chester Losee, Westfield, N. J.; 
registration, William L. Hitchcock, Rye, 
N. J.; convention arrangements, Dr. 
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250 EAST 43RD STREET « NEW YORK 17, N.. Y. 
Canadian Distributor: F. J. Whitlow & Co,, Lid., Matton, Onterie, Canada 
Distributor tor California, Arizona and Nevode 

Obergfel Bros., 420 S. San Pedro Los Angeles 


a auspices of the Nati 


DO YOU KNOW WHAT 
DERMATOLOGISTS DO FIRST IN TREATING 
ANY INFLAMMATORY CONDITION 


... and thus are sure to do no harm eliminating 
the danger of “overtreatment: dermatitis. 
“The wet dressing of choice is DOMEBORO TABS . 
acceptance by dermatologists the country and by the 
e hundreds of millions of tablets which have been used with impressive success all 
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DRESSING... 


@ fact substantiated by their. 


Red Cross, Veteran’s Administration, 


Riland; exhibits, F. — Stewart, 
Rockville Center, L. L, 


MICHIGAN OSTEOPATHIC SOCIETY 
OF PROCTOLOGY 

The first meeting was held at East 
Lansing April 11. 

A meeting is scheduled to be held at 
Lansing in June. 

The officers are: President, Leroy C. 
Johnson, Pontiac; vice president, J. 
Lyman Elliott, East Dearborn; secre- 
tary-treasurer, J. Maxwell Jennings, 
Kalamazoo. 

E. E. Ludwig, Rochester, and Claude 
B. Root, Greenville, were elected to the 
executive committee. 


Robert T. Lustig, Grand Rapids, is 
chairman of the program and credent‘als 
committees. 


MISSOURI OSTEOPATHIC SOCIETY 
OF RADIOLOGY 


The officers are: President, C. R. 
Beckmeyer, Eureka; vice president, A. 
E. Vaughn, Kansas City; secretary- 
treasurer, Eugene E. Lake, Jefferson 
City; program chairman, R. E. Mitchem, 
Ozark. 


NORTHWEST OSTEOPATHIC 
CONVENTION 

The program announced in advance 
for the meeting June 14-16 at Spokane, 
Wash., was to include the following: 
“A Look Ahead,” “Structural Diagno- 
sis,” “Professional Responsibility,” and 
“Cardiovascular Disease,” Robert B. 
Thomas, Huntington, W. Va.; “History 
and Symptom Analysis,” “Differential 
Study of the Biliary Tract,” “Urological 
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Problems and General Practice,” “Dif- 
ferential Study of Pain in the Lower 
Right Abdomen” and “The Lump in the 
Breast,” H. Dale Pearson, Erie, Penn. ; 
“Problems at the State Level,” C. H. 
Baker, Spokane; “Orificial Diagnosis,” 
O. W. Rose, Twin Falls, Idaho. 


OSTEOPATHIC WOMEN’S NATIONAL 
ASSOCIATION 
Southern California Division 

Margaret Wright of the College of 
Osteopathic Physicians and Surgeons, 
Los Angeles, spoke on virus vaccines 
at the meeting at Los Angeles March 16. 
The officers are: President, Hannah 
Whitacre; secretary-treasurer, Clara L. 
Treat; program chairman, Nancy J. 
Harding, all of Los Angeles. 


WESTERN STATES OSTEOPATHIC 
SOCIETY OF PROCTOLOGY 

The program for the meeting May 
30-June 1 at Denver included the fol- 
lowing: “Preoperative Preparation of 
the Proctologic Patient,” Philip Spoon- 
er, Los Angeles; “Balanced Anesthesia 
in Proctology,” E. E. Ludwig, Roches- 
“Proctosigmoidoscopic Ex- 


ter, Mich.; 

amination and Its Significance,” Malcolm 
L. Wirt, Battle Creek, Mich.; “Atresia 
of the Anus and Rectum,” Richard 


Taylor, Los Angeles; “Hemostatics in 
Proctology,” Robert W. Norwood, Min- 


eral Wells, Tex.; “Common Errors in 
Proctologic Practice,” Marrille Sparks, 
Dallas, Tex.; “Oil Anesthesia,” Philip 
Haviland, Detroit; “Embryologic Resi- 
dues in Relation to Posterior Anal 
Reflexes and Abscesses,” Layne Perry, 
Tulsa, Okla. 


State and National Boards 
ALASKA 
It has been announced that Howe 
Vance, D.O., Juneau, has been appointed 
to’ the Basic Science Board for a term 
ending February 1, 1952. 


ARIZONA 
Basic science examinations September 
21. Address Francis A. Roy, secretary, 


, Basic Science Board, University of Ari- 


zona, Tucson. 
COLORADO 

Basic science examinations September 
15, 16. Applications must be on file be- 
fore September 1. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 3. 

Professional examinations October 5. 
Address C. Robert Starks, D.O., presi- 
dent, State Board of Medical Examiners, 


1459 Ogden St., Denver 3. 

HAWAII 
Examinations October 13. Address 
Mabel A. Runyan, D.O., secretary, 


Board of Osteopathic Examiners, 2333 


C. Kalakaua Ave., Honolulu 30. 
ILLINOIS 
Examinations October 5-7. Address 
the osteopathic examiner, Oliver C. 


Foreman, D.O., 58 E. Washington St., 
Chicago. 
IOWA 
Basic science examinations August 10. 
Address Ben H. Peterson, Ph. D., Coe 
College, Cedar Rapids. 
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KANSAS 
It has been announced that Forrest 
H. Kendall, Holton, has been reap- 


pointed to the State Board of Osteo- 
pathic Examination and Registration for 
a 4-year term. 


MARYLAND 


It has been announced that Walter 
H. Waugaman, Cumberland, has _ been 
reappointed to the Board of Osteopathic 
Examiners for a term expiring June 1, 
1951. 

MINNESOTA 

Examinations September 14. Address 
George F. Miller, D.O., secretary, State 


Board of Osteopathic Examiners, 601 
Dayton Ave., St. Paul 2. 
The officers of the Board are: Presi- 


dent, Robert H. Clark, Northfield; sec- 
retary, George F. Miller, St. Paul, both 
re-elected. 
MONTANA 
Examinations in September. Address 
Asa Willard, D.O., secretary, Board of 
Osteopathic Examiners, Wilma Bldg., 
Missoula. 
NEVADA 
Examinations in July. Address Wal- 
ter J. Walker, D.O., secretary, Board of 


Osteopathic Examiners, 15 Saviers 
Bidg., Reno. 
NEW HAMPSHIRE 
Examinations September 9, 10. Ad- 


dress Deering G. Smith, M.D., 
House, Concord. 


State 


NEW MEXICO 


Basic science examinations August 1. 
Address Miss Marguerite Kilkenny, 
Assistant Secretary of State, c/o Secre- 
tary of State’s Office, Santa Fe. 


OREGON 


Basic science examinations September 
4. Applications must be on file 15 days 
prior to examination. Address Charles 
D. Byrne, secretary, State Board of 
Higher Education, Eugene. 


RHODE ISLAND 


Basic science examinations August 11. 
Professional examinations, October 7. 
Address Mr. Thomas B. Casey, Chief, 
Division of Professional Regulation, 
State Office Bldg., Providence. 


WASHINGTON 
Basic science examinations in July. 
Address George C. Starlund, acting di- 
rector, State Department of Licenses, 
Olympia. 
WISCONSIN 
Basic science examinations September 
25 at the Assembly Chamber, State Cap- 
itol, Madison. Applications must be filed 
before September 18. Address Professor 
W. H. Barber, secretary, Board of Ex- 


aminers in the Basic Sciences, Ripon 
College, Ripon. 
ALBERTA 
Examinations in September. Address 


G. B. Taylor, acting registrar, Office of 
the Registrar, Edmonton. 


your 
_ 


Asthma 
Fever 
Bronchitis... 


Professional Samples upon request 


Lorain, Ohio 


RE-REGISTRATION OF OSTEOPATHIC 
LICENSES 


August 1—New Mexico, $3.00. Ad- 
dress H. E. Donovan, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Donovan Osteopathic Clinic 
and Hospital, Raton. 

September 1—Nebraska, $1.00. Address 
Mr. Oscar P. Humble, director, Bureau 
of Examining Boards, State Department 
of Health, Lincoln. 

September 1—Ohio, $2.00. Address 
H. M. Platter, M.D., secretary, State 
Medical Board, 21 W. Broad St., Co- 
lumbus 15. 


EXAMINATIONS BY NATIONAL 
BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday 
of each May and December at the six 


approved colleges. Application blanks 
may be obtained from the secretary, and 
the completed application blank, together 
with a passport photograph and check 
for the part or parts to be taken, must 
be in the Secretary's office by the No- 
vember 15, or April 15, preceding exam- 
ination. Part III of the examination 
will be given in specified locations at the 
discretion of the Board and for the 
convenience of the applicant. 

Examinations in Part I consist of 
anatomy, physiology, pathology, chem- 
istry, and bacteriology. Part II consists 
of examination in mental diseases, sur- 
gery, obstetrics, and gynecology, pedi- 
atrics, public health, osteopathic theory 
and practice. Part III is an oral exam- 
ination. 

Address John E. Rogers, D.O., Secre- 
tary, 16 Mount Vernon Street, Oshkosh, 
Wisconsin. 
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a 
4 | | 


PLEASE 


HYDROCHLORIDE 


METAL CAP ANESTUBES 


(ANESTHETIC CARTRIDGES) 


Monocaine Hydrochloride—isobutylamino-ethyl-p-aminobenzoate 
‘hydrochloride—introduced in 1937, has been used in over 100,000,- 


000 injections by physicians and dentists in all types of operative 


procedure. 


This effective local anesthetic is available for your use ifi con- 
venient cartridge form—Metal Cap Anestubes (Anesthetic tubes). 
As illustrated, the tube is inserted into the frame of the syringe. 
The proximal end of a double pointed needle punctures the alumi- 
num cap of the tube and makes contact with the solution. The 
puncturable surface may be flamed for sterilization. Pressure on the 
piston forces the plunger down the tube and expels the solution, 
drop by drop, through the needle. 


Novocot CHEM. 
Mpc. Co., Inc. 


2923 Atlantic Ave., 
Broo N. ¥. 


The Anestube (cartridge) system assures ster- 
ility; eliminates the possibility of leakage or 
barrel breakage during injection. It is safe, effi- 
cient and convenient. Metal Cap Anestubes are 
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no eS available in 1 cc., 2%cc. and 5 cc. sizes. 
Anestubes. 
NOVOCOL CHEMICAL MBG. CO, 
Address 
is the 
Extracts BOOKLET AIDS STERILIZER BUYING 


PROCAINE PENICILLIN 

New improved penicillin, “Procaine 
Penicillin,” is now available through 
Winthrop-Stearns, Inc. 

Company literature describes it as “a 
suspension of crystalline procaine peni- 
cillin G in sesame oil.” After intra- 
muscular injection, it forms a depot 
from which the penicillin is slowly re- 
leased to the body. Hence, a small in- 
jection of only 1 cc. daily is generally 
sufficient instead of an injection every 
3 hours as required with aqueous solu- 
tions. 

It is available in 10 cc. vials, contain- 
ing ten doses of 1 cc. each. There are 
300,000 units in 1 ce. 


A new buying guide for physicians and 
dentists contemplating the purchase of 
an office sterilizer has just been pub- 
lished by the Wilmot Castle Company 
and is available through dealer-salesmen. 

The booklet, entitled “How to Buy a 
Sterilizer,” gives impartial, factual an- 
swers to the questions most commonly 
asked about sterilizers by physicians and 
dentists. 

For the time being, the pocket-size 
edition is being distributed only through 
dealers handling the Castle Sterilizer 
Line. Direct requests received by the 
Castle Company are referred to the 
dealer in that area. 

All of the Castle sterilizer advertising 
in current medical and dental journals 
features the booklet, calling it “the most 
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important booklet sterilizers ever 
published.” 

The Castle Company points out that 
it had become obvious that there was 
no single piece of literature devoted en- 
tirely to an explanation of the advan- 
tages and limitations of all types of 
sterilizers. This booklet was designed 
to fill that need. 

“How to Buy a Sterilizer” is recom- 
mended as an excellent buying guide 

. and as a highly effective orientation 
course for all office personnel. 


NEW ADHESIVE PLASTER 

A new development in adhesive plas- 
ter which is sure to be. welcomed by 
physicians because of its marked advan- 
tages over previous adhesive plasters 
has been introduced by The Seamless 
Rubber Company, New Haven, Con- 
necticut. 

Heretofore when applied to the skin 
of a patient, adhesive plasters frequently 
gave rise to skin disturbances and irrita- 
tions such as itching and pruritus or 
other irritations which, in some cases, 
necessitated leaving off the plaster. Such 
interruption, in many instances, inter- 
fered with scheduled treatment and re- 
tarded corrective measures prescribed by 
the physician. 

The new adhesive plaster, being sold 
under the name of Seamless Pro-Cap 
Adhesive Plaster, is believed to be a 
marked improvement which cannot help 
but be of aid to physicians who find 
it necessary to place adhesive plaster as 
part of treatments. 

There has been incorporated into 
Seamless Pro-Cap Adhesive Plaster two 
of the better known fatty acid salts— 
zinc propionate and zinc caprylate. The 
addition of these two fatty acid salts, in 
small quantities, to Seamless Adhesive 
Plaster has, it has been shown by clinical 
growth and “sliminess” usually found 
under adhesive plasters. The reduction 
in this foreign growth under the ad- 
hesive plaster is such that Seamless 
Pro-Cap Adhesive Plaster causes, if any, 
a minimum amount of irritation and 
itching. 

The reduction in the fungous growth 
and maceration under the adhesive plas- 
ter allows the Seamless Pro-Cap Ad- 
hesive Plaster to adhere more firmly to 
the skin which prevents plaster curling 
at the edges, or creeping, and gives new 
confidence to the operator that the band- 
age will stay in place a much longer 
time after it is attached. 

From the exhaustive tests which have 
been made before this tape was intro- 
duced, it is revealed that: (1) Pro-Cap 
reduces markedly the itching and irrita- 
tion frequently caused by adhesive tape. 
(2) Pro-Cap may be left in place for 
long periods, or new plaster applied re- 
peatedly over the same area, without 
caus'ng undue irritation or maceration 
of the skin. (3) Pro-Cap adheres better 
than usual adhesive tape—does not curl 
at the edges—and does not tend to slip. 
(4) Pro-Cap stands up better in various 
temperatures and under varying degrees 
of humidity, and is less subject to de- 
terioration by age. 
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APPLICATIONS FOR- 
MEMBERSHIP 
California 
Nicholson, C. B., 201 Center St., El Monte 
Fagan, Carl L., (Renewal) Professional Bldg., 


onterey 
Florida 
Quick, Roy T., (Renewal) 405 Citizens Bld, 
West Palm Beach 


Illinois 
Wells, Benjamin F., 


4831 N. 
Spaulding Ave., Chicago 25 


Iowa 


Burns, Theresa, (Renewal) 602 W. Mills St., 
Creston 
Maine 
Buxton, A. W., Waterville Osteopathic !os- 
pital, Waterville 


Maryland 
Ginn, Christopher L., (Renewal) 411-16 Pro- 


fessional Bldg., 330 N. Charles St., Balti- 
more 1 
Massachusetts 
Baker, Ruth Atwood, 30 W. Emerson St., 
Melrose 76 


Ri ley, Herbert G., (Renewal) 68 Main St., 
are 


Teed, Roy W., (Renewal) 34 Church St., Mil- 
ford 


Terry, Philip B., Jr., (Renewal) 8 Main St., 
Hingham 


Michigan 


Balfour, Harry C., (Renewal) 4505 Livernois 
Ave., Detroit 10 


New Hampshire 


Little, E. Parker, (Renewal) 48 Concord St., 
ashua 


New Jersey 


Walter, Lewis L., (Renewal) 34 S. Indiana 
Ave., Atlantic City 
New York 
Gajeway, Charles R. S., (Renewal) 26 Second 
St., roy 


Goldstein, Martin J., (Renewal) 560 Lincoln 
Place, Brooklyn 17 


Pennsylvania 
Binder, Harry E., (Renewal) 7247 Charles St., 
Mayfair, Philadelphia 35 


Lentz, Richard B., (Renewal) 41 Cottage Ave., 
Lancaster 

Smith, 

Se., 


Philip A., (Renewal) 547 W. 
York 


Market 


GRADUATES OF CHICAGO 
COLLEGE OF OSTEOPATHY 


June 15, 1948 
Back, Joseph Michael, Jr. 
Cunningham, ‘aul oseph 
Ferrill, Henry War 


Gabelman, Omer Philip 
Hanavan, Louis Miller 
fasvie, Ernest Leonard 
inslow, J. Lowell 
Koepke, Charles Frederick 
Rinne, Toine Mary 
Stach, Edward J. 
Ww endorff, Robert Herman 


GRADUATES OF COLLEGE 
OF OSTEOPATHIC PHYSICIANS 
AND SURGEONS 
May 21, 1948 


Anzalone, Gerald Carmine 
Burgraff, Harry Chester 
Call, Cyril Condie 

Carter, Carol Curtis 
Cavanaugh, Richard Joseph 
Chappell, Earl 

Ching, larence 

Cobb, Orval Asa 

DeMink, Warren Benedict 
Ding, Lock Gee 
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fit 
after fifty # 


gens are indicated. 


DPS FORMULA 


tramuscular injection. 


activity. 


THE DANGER SIGNALS, warning of the approach of 
senility — mental and physical fatigability, dimin- 
ished power of concentration, impairment of memory, 
nervousness, irritability and psychic depression — 
need no longer be accepted passively as the inevi- 
table, uncontrollable symptoms of old age. 

When symptoms due to a lack of the male sex 
hormones signal the approach of the male climac- 
teric, replacement therapy with DPS 
Formula 303 (for intramuscular injec- 
tion) minimizes or controls the trouble- 
some symptoms in most cases. Your 
patients can now look forward to being 
70 years young — alert and active. 


Specify Dartell whenever mixed andro- 


DPS FORMULA 303 (For Intramuscular Injec- 
tion) MALE HORMONES. A sterile solution 
of mixed androgens i in vegetable oil for in- 


Each cc con- 
tains 250 capon units of androgenic 


artell 


DARTELL LABORATORIES 
1226 $. Flower St., Los Angeles 15, California 
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Dong, Hubert Leon 


Dott, Harper Lehm, Jr. 
Duke, Emanuel 

Durkee, Carleton F. 
Frederick, Paul Austin 
Fridena, Daniel Thomas, 
Hadley, Clifford A 
Hammack, Boyd Everett 
Hampton, Robert George 
Hoversten, Lester Tillman 
Ives, Pearlie Mae 
Krebs, Byron A. 
LaFollette, Robert James 
Laurenzano, Alphone Pasquale 
Linden, Joseph Peter, Jr. 
Marsh, Marvin Irvin 
Mason, Elmer James 
Pasquarella, Fred Antonio 
Penner, Robert Campbell 
Phardel, John William 
Pries, Mitchell Peter 
Richards, Llewellyn 
Richardson, Rufus Adolph 
Rodnick, Norman Leonard 
Root, George Herbert 
Rosenblum, Sanford Joshua 
Rule, Hulet Hume 
Saunders, Wilbert Benjamin 
Sheppard, Sam_ Holmes 
Silver, Harry Joseph 

Stein, Harris Josep 

Stein, Robert Milton 
Teplitz, Raymond Leo 
Wojahn, Albert Herman 


Jr. 


GRADUATES OF KANSAS CITY 
COLLEGE OF OSTEOPATHY 
AND SURGERY 


June 4, 1948 
Claypool, Rosetta F. 
Cronen, Stephen E. 


Haynes, Ellsworth D. 

= an, John Regis 
Robert A. 

aefer, Waldemar D. 


GRADUATES OF KIRKSVILLE 
COLLEGE OF OSTEOPATHY 
AND SURGERY 


June 5, 1948 


Berrey, Ivan W. 
Cervenak, Victor Joseph 
Danks, William Dewey, Jr. 
Eagon, George William 
Field, Howard Merwyn, 
Graham-Service, David 
Holmes, Jane Allen 
Tohnson, Frederick William 
Mudroch, Robert John 


Martin 


Orth, Harvey Clintes Jr. 
Sutter. Robert Franklin 
Vail, Benjamin 
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BEFORE YOU BUY— 
Use This Diathermy Check List... 


( DOES IT HAVE THIS SEAL? 


Council-Acceptance means that it has 
met rigid requirements for clinical effi- 
ciency. 


( IS IT FCC-APPROVED? 
(In Canada: Is it CDT-Approved?) 


A Type-Approval certificate number is issued on all 
FCC-Approved apparatus. 


( IS IT APPROVED BY UNDERWRITERS’ 
) LABORATORIES? 


The "UL" seal indicates safe construction, meets insur- 
ance requirements. 


( )e IT CRYSTAL CONTROLLED? 


Crystal control means precision frequency control and 
stability of operation. 


( i MANUFACTURER EXPERIENCED? 


Responsibility does not end with the sale. Your dia- 
thermy should be purchased for the future from an 
experienced maker. 


The Answer is “YES” to all Questions 


about the BURDICK X 85 


SHORT WAVE DIATHERMY 


FOR EFFICIENT 
SHORT WAVE APPLICATION... 


The Burdick Contour Applicator. Smooth, unbroken 
treatment surface which curves to fit body surfaces. 
One continuous coil provides more even distribution 
of heat. 

See the Burdick X85 Short Wave Diathermy in the 
showrooms of your local Burdick dealer, or write us 
direct, The Burdick Corporation, Milton, Wisconsin, for 
descriptive literature. 


THE BSURDICK CORPORATION 


| 


CHANGES OF ADDRESS AND Barker, E. H., from Montreal, Que., Canada, 
to 2651 Haywood Ave., West Vancouver, 


NEW LOCATIONS B. C., Canada. 


Ackerson, Lyle L., from Veazie-Gray Bldg., Barker, W. L., from 610 S. Main St., to 
to 135 N. 19th St., St. Helens, Ore. 105 Burton Ave., Eureka, Ill. 
Adams, William L., from Philadelphia, Pa., Barr, FI R 39. : 
Alt Donald, Nz, oom Kelas, Maho, to Wilmer HL, from 119 Fayette St t 
Aiken, John W., from Wallace, Idaho, to 
130 FP ce St. Socorro, N. Mex. Baur, Marie E., from York Road & West 
Aiken, Louisa V., from Wallace, Idaho, to Ave., to 312 Old York Road, Jenkintown, 
130 Court St., Socorro, N. Mex. Pa. 
Allender, James W., DMS °48; Wilden Os- Beall, Francis J., Jr., from 472 S. Salina 
teopathic Hospital, E. 14th & Capitol Aves., St., to 1429 James St., Syracuse 6, N. Y. 
Avery, John T., from 1280 E. 14th St., to Belden, Larry M., from General Delivery, 
9' Estudillo "Ave., San Leandro, Calif. to 574 N. Arizona Blvd., Chandler, Ariz. 


B s, from lif., t Beyer. Robert B., from Port Arthur, Texas, 
“Rew. Carver Call” to 4916 E. Belknap, Fort Worth 11, Texas. 


July, 1945 


Blackler, W. J., DMS °48; Grand a 4 
Osteopathic Hos vital, 1225’ Lake Drive, 
E., Grand Rapids 6, Mich. 

Blust, J. F., from Best Bldg., to 415 N. W. 
Second St., Galva, Ill. 

Blust, Marion A. Almgren, from Best Bldg., 
to 415 N. W. Second St., Galva, IIL. 

Bowers, Warren H., from Portland, Maine, 
to 374 Main St., "Westbrook, Maine. 

3vewster, George A., from Buffalo, 
to 114 Wall Se. Auburn, } a 

Chambers, F. V., from 1801 Beedasics St., 
to 1700% Frederica St., Owensboro, Ky. 

Clark, Paul G., from Chenoa, IIL, to 1002 
Spruce St., Boulder, Colo. 

Cline, Ronald A., from Alhambra, Calif., to 
Los Robles Professional Bldg., 455 E. 
Washington St., Pasadena 6, Calif. 

Cornell, Philip H., from 25030 Ford Road, 
to 25048 Ford Road, Dearborn, Mich. 
Cradit, L. V., from 801 W. Tenth St., to 

407 Barfield Bldg., Amarillo, Texas. 

Croushore, Paul D., from Vandalia, Ohio, to 
5 Victor Ave., Dayton 5, Ohio. 

Cullen, J. C., from Ferndale, Mich., to 18950 
Woodward Ave., Detroit 3, Mich. 

Dalton, Harold K., from Los Angeles, Calif., 
to 8372 La Mesa Blvd., La Mesa, Calif. 
Darvay, Andrew L., from 153 Riley St., to 

601 Riley St., Dundee, Mich. 

Davies, David F., from West Los Angeles, 
Calif., to 3314 'W. Vernon Ave., Los An 
geles 43, Calif. 

De Lara, Mario, from 7441 Lankershim Blvd., 
to 7451 Lankershim Blvd., North Holly- 
wood, Calif. 

Delezene, Edward W., from 127 E. Main St., 
to 117 W. Main St., Fredericktown, Mo. 
Deming, Guy S., from Swarthmore, Pa., to 
South’ Mountain Road, New City, Rockiand 

County, N. Y. 

Derderian, Sarkis, from Detroit, Mich., to 
416 W. Fourth Ave., Flint 4, Mich. 

Duncan, feta, from Shelbina, Mo., to Art 
Centre Hospital, 5435 Woodward Ave., De- 
troit 2, Mich. 

Dunkelberger, Lester R., from 251 N. State 
St., to 532 S. State St., Ephrata, Pa. 

Edgar, Paul P., from Jefferson City, Mo., to 
- Detroit Osteopathic Hospital, 12523 Third 
Ave., Detroit 3, Mich. 

Elmets, Harry B., from 1536 Thompson, to 
806-07 Savings & Loan Bide. Des Moines 
16, Lowa. 

Etter, Preston L., from 204144 S. Iowa Ave., 
to 204-05 Journal Bidg., W senqnen, lowa. 

Evans, George P., Jr., DM "48; Laeger, 


W. Va 

Field, Marcheta L., KCOS °47; 14900 De- 
troit Ave., Lakewood 7, hio. 

Fithian, Richard N., from 257 W. Main St., 
to 302 W. Union’ St., Somerset, Pa. 

Flora, Homer N., from 203% S. Main St., 
to 201% S. Main St., Ottawa, Kans. 

Geiger, John W., from 1010 Chambers Bldg., 
to 620 Twelfth & Walnut Bldg., 25 E. 12th 
St., Kansas City 6, Mo. 

Godat, Helen Terhuwen, from 305 Fairmont 
Apts., to 107 33rd Ave., N., Nashville 5, 


Melvin P., from 2704% Camden Ave., 
to 503% Pike St.. Parkersburg, W. Va. 
Green, J. ’R., from Pittsburgh, Pa.. to Brook- 

view Lane, Route 4, Millvale, Pa. 

Gross, Clarence E., from 529° N. Vermont 
Ave., to 622 N. Vermont Ave., Los An- 
geles 4, Calif. 

Hansen, Stanley F., from 1842. Workman 
St., to Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los An- 
geles 33. Calif. 

Hargrave- Wilson, W., from Box 359, to Box 
2206, Nairobi, Kenya, East Africa. 

Harvey, Ralph J., from Portland, Ore., to 
140 N. Secon Ave., Hillsboro, Ore. 

Hattesen, Howard E., from Rockland, Maine, 
to 9620 N. E. Second Ave., Miami 38, Fla. 

Heist, Mary L., from Kitchener, Ont., Cana- 
da, to 703 Kent Bldg., Toronto i Ont., 
Canada. 

Heller, Robert A., from 1100 N. Mission 
Road, to 1953 Kemper Circle, Los Angeles 
41, Calif. 

Herrmann, Laura, from Fort Madison, Iowa, 
to 2800 Eastern Ave., Davenport, Iowa. 
Hinterpohl, Arthur R., from 4060 Crenshaw 
Blvd.. to 4321 Leimert Bivd., Los Angeles 

, Calif. 
Elwvn A., DMS °48; c/o E. L. 
S. Hanover St., Hummelstown, 


Hummel, Sarah M., from Seattle, Wash., ‘o 
General Delivery. Chicago 7, 

George $29 Linden Ast: 
to est Side ospital, 12 
W. Market St., York, . 

Iosbaker, E. S., from Wilden Osteopathic 
Hospital. to 1500 E, Grand Ave., Des 
Moines 16, Towa, 
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Johnson, Leroy C., 
Bank Bldg., 
32 Auburn Ave., 

Joseph, Leslie D., 
to 4337 W. Fort St., 

Julien, Glenn H., from Los Angeles 
to 5926 Olive St., Bellflower, Calif. 

Kaplan, M. C., from 4705 Frankford Ave., 

> 1240 Devereaux Ave., Philadelphia 11, 


Knight, L. R., 
Box 225, Turley, Okla. 

Koffman, Joseph F., from 765 E. 
Ave., to 7019 N. Saginaw St., 
Mich. 

Krems, Abraham D., from Maywood, Calif., 
to 8849 Alcott St., Los Angeles 35, Calif. 

Kroeger, Gilbert H., from Kirksville, Mo., 

to Farrow Osteopathic Clinic & Hospital, 


Pontiac 14, Mich. 


Detroit 9, Mich. 
Calif., 


Hamilton 
Flint 5, 


239 W. Tenth St., Erie, Pa. 
Kuhnley, Wilbur F., from 145 E. Alameda 
St., to 817 E. Sixth St., Tucson, Ariz. 


Lange, Pn E., from Copperhill, Tenn., to 
Jotson Bldg., Gilbert, W. Va. 
Leland S.,. from 1010 Chambers 
Bidg., to 620 Twelith & Walnut Bldg., 25 


E. 12th St., Kansas City 6, Mo. 

Lehault, John C., from 107 N. Hale St., 
to 213 S. Main "St., Wheaton, Ill. 

Leibel, Solomon, from Campbell, Ohio, to 


2316 South Ave., Youngstown 2, Ohio. 
Light. David I., from Maplewood, Mo., to 
- Natural Bridge Ave., St. Louis’ 21, 
Mo. 
Lingenfelter, Robert E., from Amarillo, 
Texas, to Box 124, Hereford, Texas. 
March. Dallas E., from 209-18 Commercial 
Bank Bldg., to 213-15 Bank Bldg., Bowling 
Green, Ohio. 
Martin, Frederick A., 
to Murray, Iowa. 
Martin, Robert M., KC °47; 
..we., Kansas City 4, Mo. 
Martin, William H., from Kansas City, Mo., 
to Southwest City, Mo. 


from Clear Lake. Iowa. 


4012 Prospect 


Mason, Howard T., from 606 E. Sunshine, 
to Ozark Osteopathic Hospital, 700 E. 
Sunshine, Springheld, Mo. 


Matthews, Jones G., Jr., from 705-06 Murphy 
Bidg., to 7 E. Grand Ave., Highland Park 
3, Mich. 

Mays, Robert C., from 415 Jones Professional 
Bldg., to 4110 Central Ave., St. Peters- 
burg 7, Fla. 

Miles, J. H., from Denton, Texas, to Miles 
Clinic-Hospital, Box 274, Justin, Texas 

Miller, J. Kenneth, from Grove City, Pa., to 
1529 N. Second St., Harrisburg, Pa. 

Miller, Lucile Carr, from Hollywood, Fla., to 
806 Hardin Ave., Aurora, li 

Miller, Milton M., from 4053 Clairmont St., 
to 14801 Livernois Ave., Detroit 21, Mich. 


Miller, William A., from Seattle, Wash., to 


Box 378, Westwood, Lassen County, Calif. 
Mitchell, Chester F from Farmington, 
Maine, to 33 Ja Wilton, Maine 
Mitchell, Robert hy from Box 234, to Box 
248, Republic, Mo. 
Montgomery, John L., from Spring Lake, 
Mich., to 1514 Court St., Saginaw, Mich. 
Moore, D. H., from Tonopah, Nev., to Fox, 
Okla. 
Morgenstein, Jacob, from 432 N. 52nd St., 


to 5122 Arch St., 


Philadelphia 39, Pa. 
Moser, M. E., 


from 529 N. Vermont Ave., 
to 4280 Melrose Ave., Los Angeles 27, 


Calif. 
Moskow, Herbert R., 
1658 S. Fourth St. 


from 1410 67th Ave., to 
Philadelphia 48, Pa. 


Needels, George K., from 34 W. Micheltorena 
_St., to 1502" Chapala, Santa Barbara, Calif. 
Nelson, Frank C., from 416 Florida Natl. 


Bank Bldg., 
Petersburg 5, Fla. 

Padgett, Benford D., fem Jacksonville, N. C., 
to Maple Hill, N.C 


1536 Ninth St., S. 


Palmarozzi, Nicholas G., from Qpoeeet De- 
livery, to Box 825. Welch, W. 

Pendergast, Philip G., from to 
3710 N. W. 13th Ave., Miami 37, 

Peretz, William G., from Lansing, Mich. to 


711 Alton Road, East Lansing, Mich. 
Peterson, Robert A., Jr., from 1020 Cleveland 
Ave., to 212 Darling Bldg., Fort Myers, 


Fla. 

Quest, A. L., from 509% State St., to 616 
School St., Augusta, Kans. 

Race, Willfred E., from 280 Colvin Ave., to 
40 Niagara Falls Blvd.. Buffalo 14, N. Y. 

Radebaugh. Webster M., from 7318 Hamilton, 
to 2680 W. Grand Bivd., Detroit 8. Mich. 


Raeuchle, Randal R.. from 914 N. 18th St., 
to 203 Pine St., Harrisburg, Pa. 

Reed. William E., from 854 E. Oak Ave., to 
9754 E. Oak Ave., Bellflower, Calif. 

Rieger. Paul, from 87 Ocean St., to 138 
Ocean St., South Portland 7, Maine 


PLEASE MENTION THE 
from 1214 Pontiac State 


to Auburn Osteopathic” Clinic, 


from 6259 W. Fort St., 


from Edmond, Okla., to 


CUTTER 


Robinson, Lloyd J., 
to 536 Seabreeze Bivd., 


from 518 Seabreeze Blvd., 
Daytona Beach, 


Fla. 

Rosenbaum, Hazel M., from 412 W. Sixth 
St., to 1805 Wilshive Blvd., Los Angeles 
5, Calif. 

Rounds, C. Major, from Civilian Personnel 
Section, eadquarters Command, APO 757, 


to Office of Chief Troop Information & 


Education Division, European Command, 
APO 403, New York, ee 

Rummel, Chauncey D., Ad House Bidg., to 
Box 635, Bristow, Okla. 

Schaekel. E. A., from Mason Clinic, to Box 
146, Mason, W. Va. 

Schall. John H., Jr., from 221 S. 47th St., 
to 4727 Hazel Ave., Philadelohia 43, Pa. 
Schultz, Patricia, from Crawford, Colo., to 

Halfway, Ore. 
Sharp, Charles E., from 2603 N. Warren. to 


Sharp- Fletcher Sanatorium, 2607 N. War- 
ren, Tucson, Ariz. 

Shelly, C. Richard, from 6109 Natural Bridge 
Ave.. to 2560A Woodson Ave., Overland, 


St. Louis 14, Mo. 
Sherrick, Owen M., 
to 258 E. Ninth Ma 


om 240 E. Ninth St., 
Upland, Calif. 


JOURNAL WHEN WRITING TO ADVERTISERS 


DEBILITATED patients need dextrose, 
certainly. But it’s a good bet that their 
vitamin store is depleted, too. 


More and more investigators are re- 
alizing that intravenous dextrose alone 
is often not enough to pull debilitated 
patients over the hump. Sebrell*, for 
instance, says “By giving glucose, you 
push up the metabolism and the utili- 
zation of those vitamins which are 
necessary, without replacing them. As 
a result, the suspicion is growing that 
much of the disability and possibly part 
of the mortality following surgical op- 
erations is due to this effect on a patient 
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with a low vitamin reserve at the time 
of operation.” 


When you use Cutter Vitadex-B, 
you’re giving dextrose plus 4 of the 
major B complex factors — thiamine, 
nicotinamide, riboflavin, and pyridoxine. 
Also important — patients receive dex- 
trose and vitamins simultaneously, in 
one combined infusion. Physician and 
hospital staff are involved in only one 
procedure — making it easier on the 
patient, and everyone concerned. 


*Sebrell, W. H.,Jr., et al: J. Pediat. 22:494-507, 
April, 1943. 


. 


Vitadex-B 


Trade Name 


LABORATORIES + BERKELEY 1, CALIFORNIA 


Spencer, Leon L., from 1812 Main St., to 
1815 Main St., Higginsville, Mo. 

Spodobalski, Edward J., from 1502 E. Sus- 
uehanna Ave., to 1335 E. Montgomery 
ve., to 1335 E. Montgomery Ave., Phila- 
delphia 25, Pa. 

Stebbins, N. C., from Gardena, Calif., to 


59th Place, Los Angeles 44, Calif. 


1624 W. 

Stephenson, Jennie, from 614 American Trust 
Bidg., to 291 S. First St., San Jose 17, 
Calif. 


Stohlberg, G. A., from 4-6 Torinus Block, to 


303 Torinus Block, Stillwater, Minn. 

Strowd, Alice Taft, from Glendive, Mont., to 
Box 528, Caldwell, Idaho 

Strowd, J. H., from Glendive, Mont., to Box 
528, ‘Caldwell, Idaho 

Styles, Albert T., from St: Louis, Mo. to 
1031 E. Sixth St., Tueson, Ariz. 

Tasker, Dain L., from Los Angeles. Calif., 
to Route 1, Box 201, Oceanside, Calif 


Tasker, Cora Newell, from Los Angeles, Calif., 
to Route 1, Box 201, Oceanside, Calif. 
Thompson, Lee E.. from Thompson & Thur- 
man Hospital, to Box 375, Shelbina, Mo. 
Tonkens, Robert R., from 3425 Independence 
Ave.. to 318 Blue Ridge Blvd., Kansas 


City 3, Mo. 


why send a boy Vy E> 
to do a man’s job? 


It’s on before you can say 


SPHYGMOMANOMETER 


ERE’S just one more reason 

why the Tycos Aneroid is 
the world’s most convenient blood 
pressure instrument. You simply 
zip open the case — circle the hook 
cuff once around the arm—and the 
Tycos is on. And the pocket-size 
case makes it ready to go any- 
where in a jiffy. Ready to take 
blood pressure on the run—in any 
position—rightside up or even up- 
side down—with traditional Tay- 
lor Accuracy. 
The Tycos Aneroid is easy to read 
too. Sharp black numerals stand 
out clearly on the white dial— 
even in dimly lighted sick rooms. 
We know the Tycos is accurate— 


and guarantee its accuracy as long 
as the pointer returns within zero. 
What’s more, a test we’re running 
right now proves the Tycos Aneroid 
is built to last more than a life- 
time. 


Only $36.50 complete with zipper 
case and 10-year triple guarantee. 
See the Tycos Aneroid— 
along with the brand new 
Tycos Mercurial for 1948 
—at your surgical supply 
dealer’s. Taylor 
Instrument 
Companies, 
Rochester, New 
York, and Tor- 
onto, Canada. 


Instruments 


- MEAN ACCURACY FIRST 


The Tycos Aneroid ... The Binoc Clinical 
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Traven, Boris H., from 5457 Pine St., to 


Metropolitan Hospital, 1903 Green St., 


Philadelphia 30, Pa. 

Tunnell, W. E., from Long Beach, Calif., to 
1400 'E. Olive St., Compton, Calif. 

| Tyler, Claude O., Jr., from 626 Empire Bldg., 
to 620 E. Colfax Ave., Denver 3, Colo. 

Utterback, L. A., from 1213 Warford St., to 
203 Perry State Bank Bldg., Perry, Iowa 

| Vick, Robert L., from Cantrell Shaws Bldg., 

to 212 N. Maxwell St., Tulia, Texas 

| von Gehren, E. P. M., from 323 Geary St., 
to 3071 23rd Ave., San Francisco 16, Calif. 

Wagner, A. L.. from 1936 W. Mitchell St., 
to 1930 W. Mitchell St., Milwaukee 4, Wis. 

Wagner, John H., from Rocky Mount, N. C., 
to 310 E. Fifth St., Lumberton, N. C. 

Walker, Glenn A., from 1620 S. Kentucky 
St., 302 Ilgenfritz Bldg., Sedalia, Mo. 

Warren, W. A., from 609 Chambers Bldg., to 
609 Twelfth & Walnut Bldg., 25 E. 12th 
St., Kansas City 6, Mo. 

Wetzel, Leland E., from Route 3, Box 135, 
to 921 E. Cherokee St., Springfield, Mo. 
Willard, Margaret L., KCOS °47; Detroit 
Osteopathic Hospital, 12523 Third Ave., 

Detroit 3, Mich. 

Willsie, Charles W., 
Ave.. to 10024 
Angeles 44, Calif. 

Worlock, Harry R., from Dungan Bidg., to 
Arcade Bldg., Elizabethton, Tenn. 

Wright, Charles B., from Bethel, Kans., to 
1122 Third St., Corpus Christi, Texas 

Yasso, Joseph, from Kansas City, Mo., to Art 
Centre Hospital, 5435 Woodward Ave., 
Detroit 2, Mich. 

Zink, J. Gordon, from 163 Center St., to 160 
Center St., Canton, Pa. 


from 9822 S. Vermont 
Vermont Ave., os 


Extract 


FILM ON GASTROSCOPY AVAILABLE 


A 16 mm. 3% reel sound motion pic- 
ture in color has been produced for Dr. 
Leo L. Hardt, Clinical Professor, De- 
partment of Medicine, Loyola University 
School of Medicine, by The Jam Handy 
Organization. This unusual educational 
film was made possible by grants from 
the Council on Physical Medicine of 
the American Medical Association and 
the Research and Development Division 
of the Harrower Laboratory, Inc. Titled 
“The Role of Gastroscopy in the Diag- 
nosis and Treatment of Gastric Pathol- 
ogy,” this film is being shown upon 
request to interested groups in the medi- 
cal profession. The film describes the 
research of Dr. Leo L. Hardt, inventor 
of a recent gastroscope—his studies of 
the human stomach, both normal and 
pathological, and the ability to follow 
the course of gastric pathology. 


In a sense, the human eye is brought 
into the stomach. This, in many cases, 
has decided advantages over x-ray diag- 
nosis. The film shows a number of ac- 
tual cases—clinical, x-ray, gastroscopic 
—and compares methods of study. 


With the aid of the gastroscope, Dr. 
Hardt and his associates have been able 
to develop a new anti-acid and to study 
the effect of this new anti-acid in the 
healing of gastric ulcers. The photog- 
raphy in this film is a combination of 
x-ray pictures indicating pathology with 
overlays of gastroscopic views of that 
pathology, the x-ray serving to locate 
points of infection. For details, write 
to Harrower Laboratory, Inc., 
Broadway, Glendale, California. 


920 E. 
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RATES PER INSERTION. $2.00 for 20 
words or less. Additional words 10 cents 
each. 25c for box number. 


TERMS: Cash with order. 
COPY: Must be received by ist of pre- 


ceding 
ADDRESS box numbers c/o THE 
ne” all 39 N, Clark St., Chicago 2, 
nois 


.00. 
$60.00. Steel efficiency “file 6-drawer for 4x6 
cards, 1 letter size, bottom drawer safe 
compartment with lock, Anythin in 
X-ray accessories, colonic- 
tube and replacements. Edmund F. 
Hanley, 1 I No. Grand, St. Louis 6, Mo. 


WANTED: Radiologist, certified preferred, 
but not imperative. Exceptional oppor- 
tunity in Middle West for one interested ee 


in building for the future. Write -_ 


the RITTER MOTOR ELEVATED 
WANTED: For the month, of August EXAMINATION and TREATMENT 


physician capable of conductin usy 
—- practice. Prefer one recently com- 

leting residency or seeking location. TABLE 

ucrative arrangement, located in large 
Missouri city. If interested send snapshot, 
references, etc. Box 583, THE JOURNAL. 


FOR SALE: One Castle 14” Autoclave 

instrument sterilizer and water still, 
electric. used. One Birtcher cutting and 
coagulation unit, used. Hygea Clinic & 
Hospital, 18160 Woodward Ave., Detroit, 
Michigan. 


FOR SALE: Lucrative practice in rural 

Iowa town of approximately 1000, with 
or without equipment, Equipment far 
above average. Good hospitalization. Leav- 
ing to specialize. Dr, George W. Marston, 
Schaller, Iowa. 


R.N, SECRETARY to physician or ex- 

ecutive position in Clinic or Hospital, 
preferably west of Mississippi, but will 
consider other locations. Available in Au- 
gust, Present position with D.O. for 17 


‘cate Dr. Kingsbury, 60. XTREMELY high and low positions for all types of 
St., New York 17, N. Y. examination and treatment can be quickly, effortlessly 
a] obtained with this new Motor Elevated Table. With a slight 

toe pressure on the convenient pedals you can raise or 
lower this Table to any point between 41” to 23” (from 


OSTEOP ATHY table top to floor). The Table moves smoothly up or down 


—stops instantly when you release pedal—no jolting the 


patient. 
The Modern School of Tilting positions give approximately 20° head, low posi- 
Medicine tion, and approximately 7° foot, low position. Stirrups 
horizontally and vertically adjustable with finger-tip pres- 
rr. sure. Arm rest can be mounted on either side. Let your 


dealer show you the many other special advantages of 


sion of the philosophy of oste- this remarkable new Ritter Table. 


opathy, by Percy H. Woodall, 
D.O. 32 pages, well illustrated. . 
$6.00 per 100 (6 cents each). 


Ritter 
¢) 


COMPANY INCORPORATED 
ORDER FROM A.0.A. RITTER PARK, ROCHESTER 3, N.Y. 


If vacationing in New York State, visit our plant 
and see quality Ritter Fauipment manufactured. 


LASSIFIED 
4 \ 
\ 
FOR SALE: X-ray filing Cabinet, Steel, 7: 
14x17 Films, 3-Drawer, full suspension 
a a aia 
PENT 
for 
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CALIFORNIA 


Dr. Cecil D. Underwood 
Practice limited to 
DERMATOLOGY 

and 
SYPHILOLOGY 


416 West 8th Street 
Los Angeles, California 


LEE R. BORG 


D.O. F.A.O.C.Pr. 
Certified by the A.O.B.P. 
Proctology 


1130 West Santa Barbara Avenue 
Los Angeles, California 
AXminster 7149 


MERRILL SANITARIUM 
(Neuropsychiatric) 
Established in 1923 
4600 Centinela Boulevard 


Venice, California 
a suburb of 


LOS ANGELES 


Drs. Edward B. Jones 


Forest J. Grunigen 
and 


Robert F. McBratney 


609 So. Grand Ave. 
Los Angeles, Calif. 


Practice limited to 
Urology 


Complete Psychiatric Service 
THOMAS J. MEYERS 
M.A., D.O., F.A.C.N. 

FULL facilities for the OSTEOPATHIC care 
of the insanities, addictions, neuroses, de- 


ficiencies, epilepsies, migraines and all other 
psychiatric problems. 


234 E. Colorado St., Pasadena, Calif. 


Books Received 


PRACTICAL BACTERIOLOGY, HEMA- 
TOLOGY, AND PARASITOLOGY. E. 
R. Stitt, M.D., Ph.M., Sc.D., LL.D., Rear 
Admiral, Medical Corps, and Surgeon Gen- 
eral, U.S. Navy, Retired; Graduate of the 
London School of Tropical Medicine; For- 
merly President of the National Board of 
Medical Examiners; Head of the Department 
of Tropical Medicine, U.S. Naval Medical 
School; Associate Professor of Medical Zool- 
ogy, University of the Philippines; Consultant 
in Tropical edicine to the Secretary of 
War, World War II;-Paul W. Clough, M.D., 
Physician-in-Charge of the Diagnostic Clinic, 
Johns Hopkins Hospital; Assistant Professor 
of Medicine, Johns Hopkins University; As- 
sociate Professor of Medicine, University of 
Maryland; Sara E. Branham, M.D., Ph.D., 
Sc.D., Senior Bacteriologist, National Insti- 
tute of Health; Professorial Lecturer in Pre- 
ventive Medicine, The George Washington 
University School of Medicine; Chairman, 
Laboratory Section, American Public Health 
Association, 1946-47 and Contributors. Ed. 
10. Cloth. Pp. 991, with illustrations. Price 
10.00. The Blakiston Company, 1012 Walnut 
t., Philadelphia, 1948. 


A HISTORY OF THE HEART AND THE 
CIRCULATION. By Fredrick A. Willius, 
M.D., M.S. in Med., Senior Consultant in 
Cardiology, Mayo Clinic; Professor of Medi- 
cine, Mayo Foundation for Medical Education 
and Research, Graduate School, University of 
Minnesota; and Thomas J. Dry, M.A., M.B., 
CH.B., M.S. in Med., Consultant, Section on 
Cardiology, Mayo Clinic; Associate Professor 
of Medicine, Mayo Foundation for Medical 
Education and Research, Graduate School, 
University of Minnesota. Cloth. Pp. 455, 
with illustrations. Price $8.00. W. B. Saun- 
ders Company, West Washington Square, 
Philadelphia, 1948. 


MODERN CLINICAL PSYCHIATRY. 
By Arthur P. Noyes, M.D., Superintendent, 
Norristown State Norristown, Penn- 
sylvania. Ed. 3. loth. Pp. 525. Price 
$6.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia, 1948. 

TREATMENT OF HEART DISEASE. 
By William A. Brams, M.S., M.D., Ph.D., 
Associate Professor of Medicine, Northwest- 
ern University Medical School, and Attend- 
ing Physician, Michael Reese Hospital, Chi- 
cago. Cloth. Pp. 195, with illustrations. 
Price $3.50. W. B. Saunders Company, West 
Washington Square, Philadelphia, 1948. 

HUMAN NEUROANATOMY. By Oliver 
S. Strong, Formerly Professor of Neurology 
and Neurohistology, College of Physicians 
and Surgeons, Columbia University, and 
Adolph Elwyn, Associate Professor of Neuro- 
anatomy, College of Physicians and Surgeons, 
Columbia University. Ed. 2. Cloth. Pp. 442, 
with illustrations. Price $6.00. The Williams 
& Wilkins Company, Mt. Royal and Guilford 

ves., Baltimore, 1948. 

ESSENTIALS OF FEVERS. By _ Gerald 

. M.D. B.Ch. (N.U.I.DUB.); 
D.O.M.S. (R.C.P. Lond., R.C.S. 
Tempy. Divisional Medical Officer,’ 
Hospitals Division, The London County 
ouncil; Late Municipal Medical Representa- 
tive and Deputy Sector Hospital Officer, 
E.M.S.; Formerly Deputy Medical Superin- 
tendent The L.C.C. Infectious Hospitals 
Service; Examiner in Fevers to the General 
Nursing Council of England and Wales. Fd. 
2. Cloth. Pp. 351, with illustrations. Price 
$4.50. The Williams & Wilkins Co., Mt. 
Royal and Guilford Aves., Baltimore, 1948. 

THE REHABILITATION OF THE PA- 
TIENT. By Caroline H. Elledge, Assistant 
Professor of Social Work, McGill University, 
Montreal. Cloth. Pp. 212. Price $2.50. J. B. 
Lippincott Company, 227 S. Sixth St., Phila- 
delphia, 1948. 

SCOLIOSIS. The Practical Approach to 
Treatment. By Beatrice Woodcock. Cloth. 
Pp. 111, with illustrations. Price $2.00. Stan- 
ford University Press, Stanford University, 
Stanford City, California, 1948. 
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CALIFORNIA 


Munish Feinberg, D.O. 
CARDIOLOGY 


Los Angeles, 
California 


Dr.’ Philip A .Witt 


Division of Urology and Surgery 
of the Rocky Mountain Clinic 


1550 Lincoln Denver 


DISTRICT OF COLUMBIA 


Dr. Chester D. Swope 


Osteopathic Physician 


The Farragut Apts. 
Washington, D C. 


Clement King Heberle, D.O. 
ARTHRITIS 


Osceola Sanatorium & Hotel 


Daytona Beach, Florida 


MASSACHUSETTS 


VEITCH 
EAR, NOSE, THROAT 
BOSTON 


In CONSTIPATION 


420 E. 15th St., Chicago 19, Illinois 


YOUNGS 
RECTAL 
DILATORS 


a constipated condition. Sold only on Rx. Set 
of 4 in graduated sized, children's $5.50, adults’ $5.75. Available at Ethical 
Drug Stores or from Your Surgical House. Write today for complete literature. 


F. E. YOUNG & CO. 


Used by the profession for more than yo 


Young's Rectal Dilators provide anal dilation 
and help to restore normal tone where tight or 
spastic rectal sphinct | 


have ind 


CHILDREN'S 
4 sizes, 0, |, and 4 


ADULT SIZES 
4 sizes, |, 2, 3 and 4 
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PENNSYLVANIA 


PROCTOLOGIST 
F.A.O.C. PR. 


210 Frisco Building 
906 Olive St. 
St. Louis | 


COLLIN BROOKE, D.O. 


Bernard Abel, D.O. 
Maxwell N. Greenhouse, 
D.O. 

General Surgery 
Pathological Obstetrics 
336 West Woodruff Avenue 

Toledo 2, Ohio 


DR. DAVID SHUMAN 
Hypermobile Joints 


1818 Pine St. 


Philadelphia, Pa. 


NEW JERSEY 


BUTTON CLINIC 


Complete Diagnostic Service 


John C. Button, Jr., D.O. 


5 Washington St., Newark 2, N J 


NEW MEXICO 


J. Paul Reynolds, D.O 


and Hospital 
401 N. Lea 
Roswell, N. Mex 


Roswell Osteopathic Clinic 


Widney Clinic 
Geo. Widney, D.O. 
Geo. C. Widney, Jr., D.O. 
Roderick K. Widney, D.O. 
Travis W. Ferguson, D.O. 
A. C. Bigsby, D.O. 


Albuquerque Monkbridge Manor 
(3803 No. 4th) 
NEW YORK 


HOTEL BUCKINGHAM 
101 W. 57th Street 
New York City 


Dr. Thomas R. Thorburn 


Books Received 


PHYSIOLOGIC THERAPY RES.- 
PIRATORY DISEASES. By Alvan L. 
Barach, M.D., Associate Professor of Clini- 
cal Medicine, Columbia College of Physicians 
and Surgeons; Assistant Attending Physi- 
cian, Presbyterian Hospital, New York, N. Y. 
Ed. 2. Cloth. Pp. 408, with illustrations. 
Price $9.00. J. B. Lippincott Company, 227 
S. Sixth St., Philadelphia, 1948. 


THE DIGESTIVE TRACT IN ROENT- 
GENOLOGY. By Jacob Buckstein, M.D., 
Assistant Professor of Clinical Medicine, 
Cornell University Medical College; Visiting 
Roentgenologist (Alimentary Tract Division), 
Bellevue Hospital, New York City; Attend- 
ing Gastro-enterologist, Beth David Hospital, 
New York City; Consultant in Gastro- 
enterology, Central Islip State Hospital, New 
York; Formerly Consultant in Gastro-enter- 
ology to the U. S. Public Health Service 
and the U. S. Veterans Bureau. Cloth. Pp. 
889, with illustrations. Price $16.00. J. B. 
Lippincott Company, 227 S. Sixth St., Phila- 
delphia, 1948. 


IDENTIFICATION OF TUMORS. By 
N. Chandler, Foot, M.D., Professor of Surgi- 
cal Pathology, Cornell University Medical 
College; Surgical Pathologist to New York 
Hospital. Cloth. Pp. 397, with illustrations. 
Price $6.00. J. B. Lippincott Company, 227 
S. Sixth St., Philadelphia, 1948. 


PERIPHERAL VASCULAR DISEASES: 
Diagnosis and Treatment. By David W. 
Kramer, M.D., F.A.C.P., Associate Professor 
of Medicine, Jefferson Medical College; As- 
sistant Physician, Jefferson Hospital; Chief 
Clinical Assistant, Vascular Clinic, Jefferson 
Hospital; Visiting Physician, Medical Divi- 
sion, Philadelphia General Hospital; Con- 
sultant on Peripheral Vascular Disorders, 
Philadelphia General Hospital; Attending 
Physician, Metabolic Division, and Chief of 
Diabetic Clinic, Jewish Hospital; Attending 
Physician and in Charge of Department of 
Metabolic and Peripheral Vascular Disorders, 
St. Luke’s and Children’s Medical Center; 
Metabolist to Eagleville Sanatorium. Cloth. 
Pp. 620, with illustrations. Price $8.00. F. A. 
Davis Company, 1914 Cherry St., Philadel- 
phia, 1948. 


PROTOMORPHOLOGY : 
of Cell Auto-Regulation. By Royal Lee and 
William A. Hanson of the Lee Foundation 
for Nutritional Research. Cloth. Pp. 365, 
with illustrations. Lee Foundation for Nu- 
tritional Research, 2023 W. Wisconsin Ave., 
Milwaukee, 1947. 
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Dr. F. C. True 


SURGEON 
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PROCTOLOGY 


171 Westminster St., 
Providence 3, R. I. 


FOREIGN 


Paris 


Dr. William J. Douglas 
43 Avenue George V. 


Tel. Balzac 13-98 


France 


“Cells of the Blood” 


By Dr. Louisa Burns 
410 Pages. 14 Color Plates 


Reduced to $1.50 


A.O.A. 


139 N. Clark St., Chicago 2 


WHITE 


Ceckla 


GOWNS 


FOR OFFICE 
PATIENTS 


WE HAVE KRINKLE CLOTH 


4G—Krinkle Cloth, for home 
laundering—no ironing necessary. 


12 for $25.00 


6 for $13.00 


No. 36 Plain Cloth—for public laun- 


12 for $20.00 


6 for $10.50 


Actual bust measure 
of garments 


Backs open 12”, 24” or full length. 


Size 1 is 42” 
Size 2 is 52” 
Size 3 is 60” 


Extra ties $1.00 for 50 yards. 


Box 863 


Postage paid on CASH orders. 


TECKLA GARMENT CO. 


Worcester 1, Mass. 


All 4” long 
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CASE HISTORY 


BLANKS 


Please specify whether Stand- 
ard or Official. 


Standard — Size x II 
Ruled paper, punched for 
binder. 


Official —Size x 11 — 
Folded to fit box file. 
Price $2.00 per 100, postpaid 


A.O.A., 139 N. Clark St., 
Chicago 2, Ill. 


Write for 


Sample 


...00 relieve the shain of 
CHRONIC IRREGULARITY 


aberrations of the menses suggest that normal 
‘unction has overstepped the bounds of physiologic 
limits—the physician is often confronted with a con- 
dition which proves highly distressing to the patient. 
For such cases (as in amenorrhea, dysmenorrhea, menor- 
rhagia and metrorrhagia), many physicians rely on 
Ergoapiol (Smith) with Savin as the product of choice. By 
its unique inclusion of all the alkaloids of ergot (prepared 
by hydroalcoholic extraction), and the presence of apiol 
and oil of savin—Ergoapiol (Smith) with Savin provides 
a balanced and sustained tonic action on the uterus, 
affording welcome relief in many functional catamenial dis- 
turbances. It produces a desirable hyperemia of the pelvic 
organs, stimulates smooth, rhythmic uterine contractions, 
and also serves as an efficient hemostatic and oxytocic 
agent. General dosage: 1 to 2 capsules 3 to 4 times daily. 
Write for your copy of the new 20-page brochure: "Menstrual 
Disorders—T heir Significance and Symptomatic T. ia 
Supplied only in ethical packages of 20 capsules. 


ERGOAPIOL (Smith) with SAVIN 


MARTIN H. SMITH COMPANY «+ 150 LAFAYETTE ST., NEW YORK 13 


By RAY G. HULBURT, D.O. 
A 24 page booklet. Completely revised and newly 
printed. Size 444"x74”. 


Sample copy 5 cents 
Price: $5.00 per 100. Mailing envelopes 50c per 100 
(Mails unsealed for one cent) 
ORDER FROM 


AMERICAN OSTEOPATHIC ASSOCIATION 
139 N. Clark St. Chicago 2, Ill. 


EKTACHROME 


(color film) 


PROCESSING 


is our business 


No. 120 roll film, $1.50 
No. 620 roll film, $1.50 
CORONA STUDIOS 
5231 Kimbark Avenue 
Chicago 15, Illinois 


We also make all types of 
teaching slides 


Doctors who prefer a Real "Slippery" Bulk Laxative 
Will like the exclusive features of triple action 


NEUTRA-BLAND 


. Contains a velvet soft “Slippery” hydro-gel. 
. Contains antiputrefactive Whey Powder. 


Contains antitoxic silica adsorbents. 
Indicated in spastic and atonic stasis. 


Supplied: (For Dispensing Only) in 14 oz. Tins. 
SAMPLES 
Neutra Bland UPON REQUEST 


(Dept. A.O.) 
SCHIFF BIO-FOOD PRODUCTS 


DETROIT 6. MICH. 
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Treatment Tables and Stools Available 


IDEAL 
FOLDING 
TABLE 


Well constructed, strong. 

Will not tip or shake. 

Easy to open and close. 

Length 69”. Width 22”. 

Height 27%". Weight 32 

Ibs. 

Walnut finish. 

Simulated leather 
covering. 

Heavy standard padding. 


Shipping weight 35 to 37 
Ibs. 


Price—$40.00 


Paratex (rubber and hair composition) paddi: ailable at extra cost— 
thick, 912.00; 2" thick. $15.00, 


IDEAL STRAIGHT TABLE 


Handmade by expert craftsmen. 
Handsome, Strong, Durable, Comfortable. 
Solid oak legs 3”x4”. 

Length 72”. Width 22”. 


Height 2714”. Shipping weight 125 to | 
130 Ibs. 


Brown artificial leather cover over heavy 
standard padding. 


Paratex padding at extra cost— 
144" thick, $12.00; 2” thick, $15.00 


Heavy Standard Padding—$45.00. 


IDEAL STOOL 


Sturdy and well-made. Will not tip over. 


Solid oak construction. Three and four rungs. Top made of 
one piece solid oak 11%” thick. 


Light oak, dark oak or walnut finish. 
Length 22”. Width 14”. Height 20”. Shipping weight 25 Ibs. 
Polished top .............. . Upholstered top 


DISTRIBUTORS 


American Osteopathic Association 
139 N. Clark St., Chicago 2, Ill. 
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The manufacturers of these tables and 
stools give an unconditional guaran- 
tee on workmanship and materials. 
All items shipped f.o.b. from factory 
in Kirksville, Mo. Cash must accom- 
Pany orders. 
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® The Ottawa Method finds—through complete diagnosis—the imbal- 
ances and deficiencies which are the real causative factors of all rheumatic 
conditions. 


® The Ottawa Method outlines an individual program of treatment, to 
be followed by the patient under the direction of the referring physician. 


® Proven since 1933 to secure the maximum permanent benefit, in the 
minimum length of time. 


YOUR INQUIRIES ARE INVITED A REGISTERED OSTEOPATHIC HOSPITA. 


OTTAWA ARTHRITIS SANATORIUM 
and DIAGNOSTIC CLINIC of OTTAWA 
ILLINOIS 


1933—Fifteenth Anniversary—1948 
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LEGAL LIABILITIES 
of the 
PHYSICIAN AND SURGEON 
By RAYMOND NETTLESHIP 


Physicians must know and recognize the legal responsibilities 
resting upon them. This 48 page book is dedicated to advanc- 
ing methods for safe and business-like conduct of practice. It 
contains information as valuable and necessary as a funda- 
mental knowledge of anatomy, pathology and therapeutics. 


Reduced to 15 cents a copy postpaid 


American Osteopathic Association 


Chicago 2, Illinois 
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ADEQUATE DIET 
The Vital Factor in 


Special Therapy 


SUPPLEMENT 


Essential Vitamins and Minerals 
Adapted for Easy Assimilation 
Dispersed in a Colloidal Jelly. 


A spoonful in liquid provides 
smooth lubricant jelly bulk 
to correct stubborn constipation. 


Full potency. 


Vitamin content when packed 

150% average daily needs. 

Also contains: 
Natural Vit. B complex (200 
mgm/oz) with biotin, choline, 
folic acid, pantothenic and 
para-amino-benzoic acids, py- 
ridoxine and other vitamins. 
Trace elements—cobalt, cop- 
per, magnesium, manganese 
and zinc. 


Mail Coupon for Introductory Offer 


THE ESSCOLLOID CO., INC. 
1620 Harmon Place 
Minneapolis 3, Minn. 


| 
® 
| - 
yo" spor? 
ve PLE 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Journal A.O.A. 


Here's To Health! 


HOUSANDS of men and women all 
over the country have dedicated 
themselves to keeping the nation’s health 
on a high level. Doctors, nurses, re- 
searchists, laboratory technicians, and 
other specially trained people are part of 
the fight for better public health. Pa- 
tients of osteopathic physicians are inter- 
ested in what progress is being made 
toward this goal and especially in what 
the osteopathic profession is doing to aid 
public health. OstropatHic MAGAZINE 
tells them the story in language which 
they can understand. 


Featured in the August issue of 

OsTEoPATHIC MaGaAZINE is the article, 

Science Fights Rheumatic Fever, which 

— explains in detail just what is known 
about this disease and how the general 


co , public can help to combat it. Everyone 


should read this article and everyone 


can, for it is written in an easy-to-read, 
clear style which holds the interest. 


\ 


The August issue of OsTEOPATHIC 
MacaZINE also carries a timely story on 
liomyelitis which parents especially 
® Get your orders in early. Recent P 
: will welcome. It tells them how best to 
issues have been sold out and many 
late orders could not be filled. guard their children against this feared 
disease. 
© If pressed for time, let Central 
office do your addressing and mail- Other articles of interest in the August is- 
ing at a small additional cost. sue of Osteopathic Magazine are: Golf and 


Body Mechanics, First Aid Care in Poisoning, 
and Middle Age—The Crossroads of Life. 
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GEL-COOKERY for the tired 
digestive system 


Older patients whose digestion is impaired, 
but whose activities require more than an 
invalid’s diet, can be helped by modern ge/- 
cookery. 

By this method of food preparation Knox 
gelatine is combined with an endless variety 
of food combinations—such as fish, meats, 
eggs, vegetables, fruits or other foods within 
a prescribed diet, to make dietary eating a 
pleasure rather than a chore. 

Unlike factory-flavored gelatine dessert 
powders, which are about 85 percent sugar 
and only about 10 percent gelatine, Knox 
gelatine is all protein, no sugar. 

Free Diets and Recipes. A series of special dietary book- 
lets with suggested menus and recipes for prescribed 


diets, are free on request. Address Knox Gelatine, 
Dept. K-3, Johnstown, New York. 


SPANISH CREAM 


Bland, delicious, nourishing and easily digested 
for the whole family 
In top of double boiler 
Soften: 1 envelope Knox gelatine 
in: 3 cups cold milk 

Place over hot water 

Add: \% cup sugar 
Stir until dissolved 
Beat slightly: 3 egg yolks 

Add: \4 teaspoon salt 
Slowly add the milk mixture to the beaten yolks. 
Return to the double boiler and cook, stirring 
constantly, until mixture is of soft custard con- 
sistency. Remove from heat. 

Add: 1 teaspoon vanilla 

Beat: 3 egg whites until stiff 
Fold into custard mixture. Pour into one large or 
individual molds that have been rinsed in cold 
water. Chill until firm. Unmold and serve with 
whipped cream or fruit. Note: This mixture will 
separate and form a jelly on the bottom and a 
fluffy custard on top. If you do not wish this 
separation, allow custard to cool until mixture 
begins to stiffen before adding the stiffly beaten 
egg whites. 


Two sizes—1 ounce (4 envelopes) 
and ‘% pound (32 envelopes) 


KNOX 


Gelatine 


U.S. P. 


Plain, Unflavored Gelatine 


All Protein— No Sugar 
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FOR EFFECTIVE 
CONCEPTION CONTROL 


B Y EVERY CRITERION, this elegant contraceptive preparation 
has proved its preeminence to physicians and patients alike. 
Its ready miscibility ... its instantaneous spermicidal activity, non- 
irritative even after prolonged use... and its high esthetic appeal 
—have for years made Ortho-Gynol Vaginal Jelly the most 
widely prescribed of all spermicidal preparations. Also available 
as Ortho-Creme Vaginal Cream. Active ingredients: Ricinoleic 
acid 0.75%, boric acid 3.0%, and oxyquinoline sulfate 0.025%. 


Ortho Pharmaceutical Corp. 


Raritan, New Jersey 


Makers of Gynecic Pharmaceuticals 
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